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Abstract 
 
 
The purpose of the study was to explore the nursing leadership style of nurse managers 
working in the Ministry of Health (MoH) hospitals in the Hail region of Saudi Arabia. It 
evaluates the association of the leadership style with some selected organisational 
outcomes such as leaders’ effectiveness, staff willingness to exert extra effort and staff 
satisfaction. It also compared the perception of the staff nurses to those of their leaders 
regarding their leadership styles. 
 
Saudi Arabia’s healthcare system is developing rapidly, expecting to add nearly two-
thirds more resource capacity between 2012 and 2020. This pace of development is not 
new for Saudi Arabia, and the challenge of finding sufficiently skilled healthcare staff 
and managers has been largely addressed through employing expatriates. However, 
transient professionals no longer fulfil the country’s needs, which are now to provide 
work for the young and increasingly educated population and to offer culturally 
appropriate healthcare for its traditional Islamic society. The study was set within a 
background of the policy of Saudization, which was announced in 1995 and which aims 
to prioritise Saudi citizens for employment.  
 
The study framework is based on the transformational leadership theory developed by 
Bass (1985). This conceptual framework is considered to encompass a full range of 
leadership styles, including the transformational, transactional and laissez-faire 
leadership styles.  
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The study was conducted in five public hospitals in the Hail region of Saudi Arabia. 
Nurse managers (n=33) and staff (n=315) were surveyed using the Multifactor 
Leadership Questionnaire (MLQ) Leader and Rater Forms. Data were analysed using 
SPSS Version 19. Study analysis involved generating statistics to describe the 
demographics and general profile of the respondents, and frequency distributions were 
generated for each of the demographic and descriptive variables. The scale scores were 
then aggregated for each group of staff belonging to the same target leader. Using these 
aggregated scores, descriptive statistics (mean and standard deviations) and bivariate 
correlations were generated, and an independent samples t-test was run to assess the 
statistical difference in the mean scores between the staff and leaders. A series of three 
confirmatory factor analyses (CFA) was conducted to assess the factor structure of the 
MLQ. 
 
The study results revealed that laissez-faire was the dominant leadership style (m = 
3.12) of the nurse managers. However, they also practised leadership styles such as 
individualised consideration (m = 3.11) and contingent reward (m = 3.11). The 
transformational leadership style was found to be the most effective (r = 0.82 - r = 0.86) 
in achieving the leadership outcomes, such as staff satisfaction and willingness to exert 
extra effort. Moreover, contingent reward (r = 0.85 - r = 0.87) scored positive effects on 
staff satisfaction and willingness to exert extra effort. Management-by-exception 
(active) (r = 0.58 - r = 0.62) had a moderately significant positive relationship with extra 
effort and job satisfaction. In contrast, the transactional category of management-by-
exception (passive) and laissez-faire negatively affected the leadership outcomes. 
Finally, the staff nurses viewed their managers as being less influential than the 
managers had rated themselves (Staff m = 2.48, Leader m = 2.57). 
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These results support the argument that the transformational leadership style is the most 
effective leadership style for nursing managers, and that it positively enhances 
leadership outcomes. It provides insight into the nursing leadership styles applied by the 
nurse managers in the MoH hospitals in the Hail region, and it recommends upgrading 
the level of nursing education and curriculum development in Saudi Arabia. Hospital 
administrations should consider further training and development of staff and unit 
managers, particularly in leadership and management. Unit managers who fail to adopt 
a transformational leadership style should undergo extra training to enhance their 
managerial skills, or risk being replaced with managers that are more qualified. In 
clinical practice, nurse educators are highly recommended to encourage the effective 
transformational leadership style of practice for unit managers and subordinates to 
enhance overall learning outcomes. Further, the Saudization process should be 
revaluated as to replacing highly qualified expatriate nurse managers with less qualified 
Saudi managers.  
 
Future research should expand to include the private sector and involve other Saudi 
regions to generalise the results. Experimental studies that evaluate change in leadership 
perception in post-transformational leadership training courses are also recommended to 
improve training programs for future leaders. 
 
Keywords: Nursing Leadership, Leadership Styles, Transformational Leadership, Nurse 
Manager and Job Satisfaction. 
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Chapter 1: Introduction 
 
 
1.1. Introduction 
 
Nurse managers are fundamental to a hospital’s efficient and effective administration. 
Nurse managers provide leadership to the nurse professionals and their assistants, and 
coordinate hospital tasks with other staff and medical consultants. In Saudi Arabia, the 
Ministry of Health (MoH) is focusing on the position of nurse manager as it seeks to 
improve the quality and reach of healthcare services through research hospitals in five 
new medical cities (Ministry of Health, 2013a).  
 
The purpose of this study was to explore the leadership style of nurse managers working 
at the MoH hospitals in the Hail region of Saudi Arabia, and to evaluate the correlation 
of their perceived leadership style to certain organisational outcomes, including leader 
effectiveness, staff job satisfaction and staff willingness to exert extra effort. Effective 
nurse managers are essential to any national healthcare system. Since the inception of 
the Saudi Arabian national health system in the 1980s, there has been difficulty in 
recruiting staff. One of the aims of the renewed emphasis on the rapid expansion of 
quality healthcare is the need to ‘Saudize’ the hospital environment, replacing registered 
foreign nurses largely sourced from southern Asia, with nurses from the new Saudi 
Arabian universities (Saudi Commission of Health Specialties, 2009). Assisting new 
nurses into their working environment is a challenge for the nurse managers and for the 
Ministry. 
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This chapter is structured as follows. First is the background for the thesis, including the 
Saudi environment, and that of the nursing profession. This is followed by the statement 
of the problem, the research questions and the rationale of the study. The aims of the 
study are then given. Finally, the chapter finishes by outlining the organisation of the 
thesis. 
 
1.2. Background 
 
The discovery of oil allowed the Saudi government to establish a path towards rapid 
social and economic development (Brown & Busman, 2003). One of the development 
goals of the Saudi government was to establish a healthcare system for the benefit of all 
people in the country. However, as Brown and Busman noted, to date, the number of 
expatriate compared to national employees in the health sectors is far beyond what was 
planned, and the development of leadership skills and management abilities in Saudi 
Arabia is based on a mix of Western and Middle Eastern concepts and philosophies. 
The following views have been included because they are important in the Saudi 
Arabian context (Al-Hosis, Plummer & O’Connor, 2012). Education and training in all 
fields is given high priority by the government’s development plans, with a particular 
focus on health training and education. Achieving the required number of Saudi health 
employees to operate the health agencies is another target (Gallagher & Searle, 1985). 
 
Understanding Saudi managers and leaders’ background can be very beneficial for the 
foreign businessperson. Following the discovery of oil in the 1930s, there was an 
increased Western awareness of the Arab countries, especially of Saudi Arabia. 
However, in the early days, Western experience of the Saudi culture was limited and 
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several stereotypes of Saudi development emerged, summarised as lack of individuality 
and not focusing on the national economy (Bjerke & Al-Meer, 1993; Czinkota, Rivoli & 
Ronkainen, 1989).  
 
The differences in management styles among Arabs have been addressed by Al-Meer 
(1996) who highlighted that Saudi managers share a similar language and Islamic 
heritage with their Arab counterparts in Syria, Tunisia, Jordan and Morocco. However, 
the Saudis differ from the rest in their value system, based on different ideological and 
religious beliefs and patterns of production and lifestyles in each country (Ali, 1986). 
 
The Saudi value system also varies from those of their Western counterparts (Al-Meer, 
1996). In a large study by Bjerke and Al-Meer (1993) that compared Saudis and 
Americans, the consequences of culture and the effect it has on management showed 
that an awareness of the culture is crucial to an understanding of management in Saudi 
Arabia. Bjerke and Al-Meer (1993) analysed Saudi society based on Hofstede’s cultural 
dimensions of power distance, uncertainty avoidance, individualism/collectivism and 
masculinity/femininity. The results indicated that Saudi managers scored highly on 
power distance, which might relate to social distance between managers and employees. 
The authors justified this in relation to Muslim beliefs about authority in Islamic 
societies. Saudi managers and other Muslim Arabs do not tolerate a person who moves 
away from Islamic teachings and Bedouin traditions. In addition, Saudis and Muslim 
Arabs are very loyal to their institutions. Their high collectivism is explained by the 
dislike of having conflict or disagreement: once conflict occurs, it can only be resolved 
by authoritarian behaviour. Further, Saudi managers assign more importance to self-
esteem because they are part of a small number of influential people in their country. In 
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contrast, as Westerners are only living in Saudi Arabia temporarily, they may assign the 
lowest value to the need for self-esteem (Al-Meer, 1996). 
 
Although the hospitals in Saudi Arabia are generally well equipped with state-of-the-art 
medical facilities and technologies, their efficient usage is limited due to the shortage of 
a local, experienced and specialised nursing workforce. An ongoing shortage of Saudi-
born nurses has compelled authorities to recruit nurses from abroad. Consequently, the 
nursing workforce in Saudi Arabia comprises different nationalities and nurse training 
experiences. While this brings a wide range of professional qualifications and work 
experience, there are problems associated with the dependence on a foreign workforce 
in the provision of nursing care to the largely Saudi population. Moreover, dependence 
on expatriate staff is problematic because, if for some reason there is a large-scale 
withdrawal of expatriate nurses similar to that seen during the Gulf War in 1990, it 
would put the healthcare system at risk and precipitate a crisis in the healthcare services 
of the country (Al-Hosis et al., 2012).  
 
According to Almalki, FitzGerald and Clark (2011), low staffing and institutional 
inefficiency are two of the prominent deficiencies of the Saudi Arabian healthcare 
sector. Staff willingness to exert effort in their work is influenced greatly by their 
perception of the nurse manager, and by the nurse manager’s leadership style. The 
manager must endeavour to address the needs of his/her subordinates by providing 
individualised attention. In this way, the manager can motivate team members 
individually and enhance their accomplishment of goals. Further, nurse managers can 
improve the level of commitment among the followers by providing them with a vision 
for the institution. Managers’ leadership styles also influence the career growth that 
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their followers can expect and determine the level of motivation among the staff nurses. 
This is because the staff nurses consider how well the leaders meet their needs and 
whether they are provided with opportunities for airing their opinions (Duygulu & 
Kublay, 2011). When followers are provided with opportunities to air their opinions on 
issues, they feel part of the decision-making process and become willing to accept 
change. Involving employees in decision making also increases their commitment 
towards the achievement of goals because they have increased knowledge of the 
changes and the vision of the institution.  
 
At present, healthcare organisations are managing increasing risk and uncertainty 
relating to the high cost of healthcare and the increasing population of Saudi Arabia. All 
healthcare organisations are desperate to retain their talented and skilled nurses, and 
they are thus seeking to implement the most effective leadership styles. The shortage of 
skilled nurses in Saudi Arabia is dire, and both the administrators and nurses have to 
develop strategies for increasing nurses’ level of job satisfaction (Abualrub & 
Alghamdi, 2012).  
 
Studying the current leadership style of nursing organisations in Saudi Arabia will 
provide insight into the most effective leadership style, to optimise the performance of 
Saudi Arabian hospitals and facilitate preferable organisational outcomes such as staff 
recruitment, retention, job satisfaction, effectiveness, commitment and the willingness 
of workers to exert extra effort. Analysing current nursing leadership styles will also 
help to identify and introduce a new leadership model that will facilitate the Saudization 
program and maximise its pursuit to achieve the goals of increasing access, managing 
cost and ensuring quality. 
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1.3. Statement of the Problem 
 
Identification and application of the most suitable leadership style is essential in 
transforming the nursing sector in Saudi Arabia. Selecting effective leadership styles 
and models will guarantee that Saudi national nurses are well educated and managed. 
The work environment is highly influenced by the relationship between leaders and 
their followers. It is vital to determine the significance of the manager’s leadership style 
on the outcomes for the hospitals and the patients. The available literature shows many 
relevant studies conducted in China, Europe and the United States (US). Such data is 
not generalisable, as the leader–follower relationship is influenced by culture. As such, 
the mitigating factor of culture may have different effects for Saudi Arabia compared to 
other countries and regions. Other aspects such as the level of individuality and the 
organisation of the health sector may also influence the outcomes for the nursing sector. 
This makes it difficult to generalise results obtained from other countries to the Saudi 
Arabian case. Nonetheless, information from such studies may be useful in developing 
adequate leadership training for nurses in the Saudi Arabian nursing curriculum.  
 
This study focuses on the leadership style of the nurse manager and outcomes for 
nursing leadership in the MoH hospitals. The focus on nursing managers is essential, as 
nurses constitute a vital component of the health services and delivery of patient care. 
There is a paucity of systematic data concerning the leadership styles employed by 
nurse managers in Saudi Arabia. Thus, this thesis makes a new and original contribution 
to understanding nursing leadership within the public health system of a major Islamic 
country.  
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1.4. Aims and Objectives of the Study 
 
The aims of the study are to assess the leadership styles being applied by nurse 
managers in Saudi Arabian government hospitals, to determine the main styles being 
applied and examine the influence this has on institution and nurse outcomes.  
 
The specific objectives of the study are: 
! To establish the leadership styles being applied by nurse managers in MoH 
hospitals in the Hail region of Saudi Arabia. 
! To determine the success of the leadership styles being applied by nurse 
managers in these hospitals. 
! To investigate the perceptions of staff nurses concerning the leadership styles 
being applied by their nurse managers. 
! To identify whether there is an association between the effectiveness of nurse 
managers and the leadership styles being applied in managing staff nurses. 
! To determine the correlation between the perceptions of the leadership styles 
being applied by nurse managers and the willingness of subordinates to exert 
extra effort. 
! To establish whether their perceptions of leadership style influence the level of 
job satisfaction experienced by the subordinates.  
! To assess the differences between the perceptions of nurse managers and their 
subordinates in terms of the leadership styles being applied by the nurse 
managers. 
! To investigate whether demographic factors affect the leadership styles of nurse 
managers. 
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1.5. Research Questions 
 
The successful management of any institution is dependent on the leadership style being 
applied. This study focuses on the leadership styles applied by nurse managers in Saudi 
Arabian MoH hospitals in the Hail region. Its key objective is to understand the 
leadership styles applied by nurse managers and assess the variations in outcomes 
resulting from the application of their different leadership styles. The research goals 
have guided the development of the following research questions: 
1. What leadership styles are practised by nurse managers in the Saudi MoH 
hospitals? 
2. What is the relationship between nurse mangers’ leadership styles and their 
effectiveness? 
3. Is there an association between the perceived leadership style of the nurse 
manager and the subordinates’ job satisfaction and willingness to exert extra 
effort?  
4. Is there a difference between nurse managers’ perceptions of their own 
leadership styles and their subordinates’ perception of the manager’s leadership 
style? 
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1.6. Rationale of the Study 
 
This study is essential because it assesses significant aspects of leadership among staff 
nurses in the health sector in Saudi Arabia. The study is meant to fill a gap in the 
literature regarding the leadership styles being applied by nurse managers in 
government-controlled healthcare institutions in Saudi. As the public sector is the 
biggest player in the healthcare sector in Saudi Arabia, it can be assessed as a way of 
determining how other institutions in the sector are faring. The study will provide 
information on the characteristics of the leadership styles being applied by nurse 
managers in MoH hospitals in the Hail region of Saudi Arabia, and by extension in the 
healthcare sector in Saudi more generally. This study will help to determine the level of 
leadership training required by these critical professionals to enhance their effectiveness 
in managing staff nurses. Knowledge in this area is important because it will indicate 
the current state of the nursing profession and help to assess whether the required 
leadership exists in government hospitals in Saudi Arabia.  
 
The perceptions of staff nurses and nurse managers play a critical role in motivating the 
nurses. Therefore, both groups are assessed in this study regarding the nurse managers’ 
leadership styles. Variations between the perceptions of the leadership style by the staff 
nurses and the nurse managers have been explored. These factors are critical in the work 
environment and may influence outcomes for individuals differently from those of 
groups. This study also provides information on the differences between individual and 
team performance. By assessing the leadership style applied by nurse managers and the 
perceptions of the leadership styles for the staff nurses and the nurse managers, this 
study highlights differences in views by these groups and aids in determining the best 
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way to align their perceptions. Aligning their perceptions and determining the best way 
to influence nurse performance in Saudi Arabian hospitals is essential for the overall 
improvement of the healthcare sector. This study also aids in determining how to 
improve the working conditions for staff nurses and improve the outcomes for teams as 
well as individual nurses.  
   
1.7. Nursing Leadership and Management 
 
Leadership as defined by Huber (2006, p.6) is “the process of influencing people to 
accomplish goals”. While this remains the dominant focus, leadership also includes 
other concepts such as influence, motivation, communication, group processes and goal 
achievement, which remain constant irrespective of country, culture or race (Huber, 
2006). Successful leaders are known to have a well-planned vision for satisfying and 
motivating employees. Additionally, the ability to act on and articulate the values one 
believes in is associated with successful leadership (Burns, 1978). 
 
Cummings et al. (2010) observed that leadership focused on task completion alone is 
not sufficient to achieve optimum outcomes from the nursing workforce. The general 
consensus of these authors’ review is that at both the individual and organisational 
levels, the focus should be on developing transformational and relational leadership to 
enhance nurse satisfaction, retention and healthy work environments, particularly in 
situations of worsening nursing shortage.  
 
Indeed, understanding leadership and management in nursing is integral to providing 
efficient healthcare. Improvement of the quality of healthcare with a concurrent 
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reduction in costs has been observed alongside effective leadership and management 
skills (Stanley, 2008). Shirey (2006) contended that the development and application of 
authentic leadership skills, in addition to having a positive impact on the nursing 
workforce, will also be good for the entire healthcare system and for society as a whole. 
As nursing is a stressful profession, it is not surprising to see a high incidence of 
burnout, absenteeism and disability. This is more reason for attention towards the 
creation of healthy work environments for nurses to enable the maintenance of an 
adequate nursing workforce, especially at a time of global shortage of high quality 
nurses. In that regard, nurse leaders have a critical role to play in retaining competent 
nurses by moulding the setting of the healthcare practice to favour the desired outcome.  
 
Currently, there are few available guidelines in Saudi Arabia that promote the process of 
creating and maintaining the elements of healthy nursing practice environments. 
Gallagher and Searle (1985) described the health system in Saudi Arabia as one shaped 
by social and cultural factors. Further, Brown and Busman (2003) observed that the 
Saudi healthcare system is run and managed by physician-centred staff who give the 
impression of being authoritative rather than collaborative. Consequently, these 
physicians may indirectly influence nurse leaders and managers on how the latter 
should implement their managerial strategies. 
 
Tumulty (2001a) observed that in most healthcare facilities in Saudi Arabia, the director 
of nursing reports to the hospital directors, who are physicians that are known for their 
bureaucratic and hierarchical style of management. Since the nursing departments 
depend on the hospital director for budgetary allocations, autonomy and creativity 
among nurses are limited (Tumulty, 2001a). Tumulty’s study was conducted both in 
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MoH hospitals, which are similar in certain situations to private hospitals, and in 
government hospitals. More recently, most nursing departments in private and 
government hospitals have received their own budgets, but this has not yet extended to 
the MoH hospitals. 
 
1.8. Saudization  
 
Introduced about 20 years ago, the Saudization policy aims to increase the number of 
Saudi citizens in the workforce. Significantly, the term ‘Saudization’ is used more as an 
ideology than a policy and professions are prioritised differently, with areas such as 
engineering given a higher priority than nursing. Reasons for this include the lack of 
fully accredited nurse training programs and the influence of gender, as engineering is a 
male-dominated profession. The problem of this lack of prioritisation has been 
exacerbated by the rapid population growth in Saudi Arabia (Al-Hosis et al., 2012). 
According to Abu-Zinadah (2007), the number of Saudi nurses is being proportionally 
reduced, with deficiencies in nurse availability due to reach a crisis point by 2025, by 
which time the Saudi population is expected to have reached 45 million, up from 20 
million in 2014. This fact underlines the urgency of preparing registered nurses and 
implementing succession planning for graduating nurses who will move into key 
positions in the future. 
 
In 1995, the Saudi government issued a royal decree to promote the Saudization of the 
nursing workforce to replace the mostly expatriate workforce (Mufti, 2000). Health 
services is one of the largest sectors targeted for Saudization, and the Saudi MoH has 
continued to recruit more local nurses (Brown & Busman, 2003; Miller-Rosser, 
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Chapman & Francis, 2006). The success of the Saudization policy will depend on the 
ability to generate Saudi nurses rapidly with an intensive education and training 
program. Indeed, in recent years there has been an increased participation of Saudi 
women in the workforce, with expatriates leaving the country because of Saudization 
and other reasons (Miller-Rosser et al., 2006). Remarkable progress has been made to 
increase the number of Saudi health providers too, but this is often not readily visible 
due to the continuing reliance on foreign workers. According to Brown and Busman 
(2003, p. 347), “This reliance on foreign workers can be problematic for the healthcare 
sector, from recruitment and retention to more fundamental issues in service delivery 
that may result from differences in culture, language and professional skills”. 
 
According to Mufti (2000), there are many implications for Saudis seeking healthcare 
when they are compelled to depend on non-Saudi nurses at the first point of contact. 
Further, non-Saudi nurses tend to stay in the country only briefly and dominate 
managerial positions. To address these issues, the MoH has initiated the building of a 
healthcare workforce predominantly comprised of Saudis, with plans to extend this to 
all regions of Saudi Arabia. However, the progress of Saudization is slow, mainly 
because most of the activities in health centres involve community participation and 
contributions. Therefore, the expansion of such changes requires sensitivity to the 
unique customs and habits of the Saudi population (Al-Hetheli, 2012). 
 
The expectation by the people of Saudi Arabia to receive nursing care that is both 
culturally and religiously appropriate is one of their essential rights. Leininger (1994) 
describes culturally appropriate care as care that is satisfying for the patient and family 
need, delivered in a way that fits the values, mores and traditions of their culture. Based 
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on that interpretation, it is logical to argue that a Saudi Arabian national nursing 
workforce will be the most suited to provide the best care for Saudi people. The 
situation is quite different, with the healthcare to Saudis being delivered by a culturally 
diverse expatriate nursing workforce (Marrone, 1999). This disparate workforce often 
chooses to live and work within their own groups, alienated from the host culture, 
without making an effort to provide culturally appropriate care. This highlights a major 
problem of having a culturally diverse workforce. 
 
The Saudi government is encouraging an increased participation of Saudi workers in all 
private and government sectors. The Saudization program is focused on filling most job 
vacancies with Saudi workers, and arose out of the realisation that a continued heavy 
reliance on expatriates is risky and could precipitate a major crisis in the workforce if 
for some reason there were to be a large-scale withdrawal of expatriate workers from 
the country (Madhi & Barrientos, 2003). This happened during the Gulf War, when 
most expatriates working in Saudi Arabia felt endangered due to the country sharing a 
border with both Kuwait and Iraq. The sudden exodus of expatriate workers left Saudi 
hospitals critically short of healthcare professionals (Tumulty, 2001b) and provided the 
impetus for an increased emphasis on the Saudization of the workforce. Madhi and 
Barrientos (2003) emphasised that the principal consideration of the Saudization policy 
is the reduction of the over-reliance on expatriate workers across all jobs and 
professions. The authorities understand that it will take several decades to achieve this. 
 
El-Sanabary (1993) envisioned early in its implementation that Saudization should not 
be considered as a policy driven by national pride, but as one of practical necessity. The 
imbalance in the participation of locals in nursing programs, and the intersectional 
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distributing of Saudi health have been seen as problems that requires urgent attention. 
Mufti (2000, p. 41) listed the objectives of the MoH’s Sixth Development Plan (1995–
2000) as follows: 
• Replace expatriates with appropriately qualified Saudis in a gradual and 
progressive manner; 
• Provide job opportunities for all Saudi new entrants to the labour market, mainly 
in the private sector; and 
• Increase job opportunities for women in conformity with Islamic Sharia. 
 
The Saudization target is for the nurse to population ratio to be one nurse per 300 
residents by the year 2025, with 25% of nursing staff to be assistant nurses, as shown in 
Table 1.1.  
 
Table 1.1 
Saudization in Nursing Percentages, 2000–2025 
 Nurse to total population ratio 
Year 1/300% (current)     1/400%      1/500% 
2002 21 28 35 
2005 27 36 45 
2010 33 44 55 
2015 38 51 64 
2020 44 59 73 
2025 50 66 83 
Source: Mufti, 2000, p. 41. 
 
Table 1.1 shows the past and projected percentages of Saudis in the nursing workforce 
in five-year intervals for the current nurse to population ratio of 1:300 and for other, 
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lesser ratios. The main aim of Saudization is more Saudi nurses as a percentage of the 
workforce, rather than focusing on decreasing the ratio of nurses to population, it would 
clearly be better to increase the number of Saudi nurses overall (Al-Hetheli, 2012). 
 
When applied to the healthcare sector, Saudization should include the nursing 
management workforce as well, with associated plans to develop and retain Saudi nurse 
managers, necessitating a sophisticated system of nurse preparation in accordance with 
current and future requirements and policies. The health services in Saudi Arabia face 
greater challenges than do most other industries. The process of Saudization needs to be 
gradual, and future nurse managers and leaders should be identified early in their 
careers. This would allow qualified Saudi nursing managers to work alongside their 
expatriate and Saudi colleagues in an educative and supportive environment, as part of a 
succession planning arrangement to equip managers with the skills and resources 
necessary for success in the twenty-first century (Al-Hosis, 2009). 
 
1.9. Islamic Leadership  
 
Saudi Arabia is a very young nation endowed with an ancient history. It has been 
recognised as one of the most conservative traditional societies in the Middle East 
(Long, 2005). The foundation of the Saudi culture lies in the interactions between the 
Arabian nomads and their harsh environment. According to Long (2005), the Saudi 
culture is in a constant state of flux, although this has not been enough to narrow the 
culture gap between the West and Saudi. Despite being a closed society with a strong 
sense of pride, Saudi Arabia plays a vital role in current world affairs. Further, as the 
birthplace of Islam, Saudi Arabia’s culture has been, and continues to be, nourished by 
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the basic Islamic values (Al-Shahri, 2002; Long, 2005). Indeed, Islam is the main, 
although not the only, factor that forms and shapes the Saudi culture (Al-Shahri, 2002; 
Littlewood & Yousuf, 2000). 
 
The population of Saudi Arabia is comprised mainly of Muslims, with the predominant 
law being Sharia (Islamic Law), which is mainly about following the guidelines of the 
Holy Qur’an and Sunnah, the teaching of the Prophet Mohammed, Peace Be Upon Him 
(PBUH). The phrase ‘Peace Be upon Him’ is compulsory whenever the name of the 
Prophet is written. It is vital to understand that Islamic principles govern all aspects of 
Saudi life, including social, political and economic development. The concept of 
leadership in Islam is a powerful one in the context of Saudi Arabian society. 
Leadership has been defined in various ways. Collating some of the predominant 
definitions, Mir (2010) found that a common theme that emerges defines leadership as 
the capacity, will or ability to get results from people by persuasion or influence for 
achieving a common purpose. Leadership in Islam is clear and understood by all 
Muslims working and living within an organisational structure. This is a central belief 
when discussing leadership in Saudi Arabia and is fundamental to the implementation 
of any successful planning program. 
 
The concept of leadership is among the most important principles of Islam, as 
demonstrated by Prophet Mohammed (PBUH) and his followers. Khalifa is an Arabic 
word literally meaning ‘one who replaces someone else who has left or died’. In the 
context of Islam, however, the word acquires a narrower meaning. In Islam, Khalifa is 
the successor in a line of successors to Prophet Muhammad’s (PBUH) position as the 
political and administrative leader of Muslims. In the context of Islam, Khalifa is used 
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to denote the government of the Muslim state, of which the Khalifa is the head (Al-
Hosis, 2009). This is also called the Guardianship (in Arabic, Wilayah or Immamah).  
 
From the time of Prophet Mohammed (PBUH) and his followers, Muslims are 
recommended to appoint leaders and to follow them. God stated in the Holy Qur’an: 
And we appointed from among them leaders giving guidance under our 
command so long as they persevered with patience and continued to have 
faith in Our signs. (Qur’an, 32:24) 
Prophet Muhammad (PBUH) said: 
When three are on a journey, they should appoint one of them as their 
commander. (Islamic Scholar Software, 1996) 
This means that Muslims by necessity appoint a leader during a journey, select a leader 
to lead the prayer and always choose a leader for other group activities. For Muslims, 
Prophet Muhammad (PBUH), who Allah (God) described in the noble Qur’an as 
‘Uswatun hasna’ (that is, the most beautiful pattern of conduct), is the ideal and model 
leader to follow. 
 
Leadership in Islam is about trust. It is characterised by a psychological contract 
between a leader and the followers, where the leader will attempt to guide the followers, 
protect them and treat them justly. Therefore, the focus of leadership in Islam is on 
doing good (Beekun & Badawi, 1999). Beekun and Badawi (1999), in their book 
entitled Leadership: An Islamic Perspective, provided two definitions of leadership. 
First, “leadership is essentially a social exchange process. There can be no leader 
without followers and no followers without a leader” (Beekun & Badawi, 1999, p.7). 
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The leader, being the organisation’s visionary, should be able to communicate and 
articulate the goals to the followers in a comprehensible way. The objective is to cause 
the followers to share the vision and do their best. In all cases, leaders should know that 
efforts to force others to change will fail if they do not change themselves (Beekun & 
Badawi, 1999). The second definition of leadership is “the ability to persuade others to 
seek defined objectives enthusiastically. It is the human factor which binds a group 
together and motivates it toward goals” (Beekun & Badawi, 1999, p.8). This definition 
stresses that leaders who are highly qualified in management skills and who hold 
inspiring visions will be able to drive the followers to greater achievements in 
performance. 
 
According to Mustapha (2000), the basic concepts of leadership in Islam relate to 
political leadership and intellectual authority. The Prophet Mohammed (PBUH) is the 
best model for Muslims, and every Muslim should obey his way. Malik (1982) notes 
that Prophet Mohammed (PBUH) was required to present to humanity an ideal and 
perfect model for all periods of human experience and moral tests. For that very reason, 
the Holy Qur’an calls him an ‘excellent exemplar’: 
Ye have indeed in the Messenger of Allah a beautiful pattern (of conduct) 
for anyone whose hope is in Allah. (Qur’an, 33:21) 
This statement means that the model of leadership in Islam is about justice, trust and 
honesty. Muslims and non-Muslims must be treated alike, based on fairness and justice 
between leaders and followers. The leader seeks to do what is best for employers and 
employees. Followers are responsible for being honest and doing what is best for 
everyone at their institution (Beekun & Badawi, 1999).  
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1.10. Definition of Significant Terms 
 
Leadership: The ability of an individual to influence others through motivation, 
guidance and direction to enable achievement of organisational goals (Bennis & Nanus, 
1985).  
 
Leadership style: The characteristics and traits shown by the leader in directing and 
influencing his/her followers (AbuAlrub & Alghamdi, 2012). The focus is on the use of 
different attributes to manage the interaction between the leader and the followers. 
 
Transformational leadership style: A leadership style that focuses on the leader 
developing effective relationships with the followers based on idealised influence, 
individualised consideration, intellectual stimulation and inspirational motivation (Bass, 
Avolio, Jung & Berson, 2003). The leader in this case is proactive and optimises the 
development of the organisation and the followers.  
 
Transactional leadership style: A leadership style that focuses on the provision of 
services for compensation. The leader focuses on set goals that the followers must 
accomplish, with accomplishment then rewarded (Bass et al., 2003). Failure to 
accomplish the set goals is punished by the leader to discourage poor performance.  
  
Laissez-faire leadership style: A leadership style based on capitalism, or people 
following their free will in accomplishing goals. The leader gives the followers freedom 
to set performance standards and determine how to accomplish performance goals 
(Bass, Avolio & Atwater, 1996).   
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Full range theory: This is a construct of leadership that identifies three typologies of 
leadership behaviour: transactional leadership, transformational leadership and laissez-
faire leadership. These leadership styles are represented by nine distinct factors (Bass, 
Avolio & Atwater, 1996). 
 
Leaders’ effectiveness: The ability of the leader to direct employees towards achieving 
set goals successfully. This is measured by the level of influence the leader has on the 
followers (Amirul & Daud, 2012).  
 
Job satisfaction: This refers to whether an employee feels that the employer and 
managers have fulfilled his/her career development and compensation needs. It 
influences the intention of the employee to quit and look for work elsewhere (Atmojo, 
2012).  
  
Exert extra effort: The situation in which the employee or follower is willing to put in 
additional effort or work overtime towards the achievement of organisational goals 
(AbuAlrub & Alghamdi, 2012). 
 
Expatriate: An employee who immigrates to another country in search of work, mainly 
as a professional (Almalki et al., 2011).  
 
Nurse managers: Professional nurses who are responsible for the quality of work done 
by nurses. They manage the affairs of other nurses in the institution by enhancing their 
work–life balance and the efficiency of the institution (AbuAlrub & Alghamdi, 2012).  
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Staff nurses: Nurses under the supervision of the nurse manager. They are charged with 
the responsibility of caring for patients (AbuAlrub & Alghamdi, 2012).  
 
Perception: The process by which individuals translate sensory impressions into a 
unified view of the world. In this case, it is used to define the view of an individual 
about themselves or others (Andrews, Richard, Robinson, Celano & Hallaron, 2012).  
 
Multifactor Leadership Questionnaire (MLQ): A questionnaire based on the full range 
leadership model. It consists of nine elements that enable the assessment of leadership 
styles (Andrews et al., 2012).  
 
Nitaqat: Refers to enhancing the effectiveness of the ‘Saudization’ policy to reduce the 
level of unemployment among youth in Saudi Arabia (Sadi, 2013). 
 
1.11. Organisation of the Thesis  
 
The thesis is composed of eight chapters. Chapter 1 has introduced the study and 
provides an overview of the research background, descriptions of the historical 
development of nursing leadership and management in Saudi Arabia and the 
Saudization policy. It defines the study aims and briefly describes the significance of 
the study and the research methods used. Chapter 2 sheds light on the Saudi healthcare 
system and the nursing profession. Chapter 3 reviews the literature on the development 
of leadership theories and the nursing leadership styles practised by nurse managers in 
hospitals. Chapter 4 presents the conceptual framework of the study based on Bass’s 
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transformational leadership theory. Chapter 5 discusses the research design and the 
significance of using quantitative methodology through an explanatory descriptive 
correlational design. Chapter 5 also describes the use of the MLQ with nurse managers 
in the first phase and with staff nurses in the second phase. This is followed by an 
outline of the ethical considerations and methods of data collection and analysis. In 
Chapter 6, the data generated by this study have been analysed and discussed. The 
results of the study are presented, and the important information arising from the 
analysis is highlighted. Chapter 7 discusses the important results, and positions them 
within the current debate in the field. Finally, Chapter 8 is a summary of the research 
and includes the study strengths, limitations, recommendations and thesis conclusion. 
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Chapter 2:  Contextual Background 
 
 
2.1. Introduction 
 
This chapter provides the Saudi Arabian context for the study. The study was conducted 
in Hail, which is a region in the central north of the country, remote from the capital 
Riyadh, the oil industry at Dammam, and especially the commercial heart of the country 
at Jeddah and the Hajj (pilgrimage) to the holy cities of Makkah and Al Madinah. There 
is therefore some remoteness to the region of Hail, and its capital of the same name 
(Hail City).  
 
The description of the nurses’ physical, legislative, economic and social environment 
begins with the location of the province within Saudi Arabia and a brief history. This is 
followed by a description of the government and the MoH within the Saudi Arabian 
jurisdiction as it affects Hail. Similarly, demographics are presented for Saudi Arabia 
and Hail. This is followed by information on the characteristics of the nurses of the 
region.  
 
2.2. Overview of Saudi Arabia 
 
The background to the study of Saudi Arabia and Hail in particular is presented in this 
section. The country’s geography is firstly outlined, followed by a short history of its 
people, the growth of the Kingdom and its demographics. 
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2.2.1. Geography and Climate 
 
Saudi Arabia is the largest country on the Arabian Peninsula, covering an area of 2.2 
million km² and encompassing mountain ranges and deserts, with some scrub and 
grasslands. The peninsula was formed as part of the Great Rift, the eastern escarpment 
of which runs from the Gulf of Aqaba to the Gulf of Aden. Hail City lies in the centre of 
the peninsula between the peaks of Aja (1,400 m) and Salma (1,100 m) at the northern 
end of the Najd plateau. The sparsely inhabited An-Nafud Desert to the north covers the 
remaining third of Hail region. At the southern end of the Najd lies one of the largest 
sand deserts in the world, the Rub al Khali (Prince Abdulaziz bin Mousaed Economic 
City, 2009). In summer, temperatures in the Kingdom can be extreme, with high 
humidity along the seaboards of the Red Sea and Arabian Gulf. At an elevation of about 
1,000 m, Hail City can reach 45°C in summer, with the average temperature dropping 
below 20°C in winter. With low humidity, the annual rainfall for Hail is about average 
for the country at less than 125 mm. This falls as storms around March, with occasional 
flash floods (Prince Abdulaziz bin Mousaed Economic City, 2009).  
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Figure 2.1. Map of Saudi Arabia, cities and provinces (Source: Saudi Network, n.d.). 
 
2.2.2. History  
 
The Arabian Peninsula’s trade routes were formed some 3,000 years ago, with valuable 
frankincense and myrrh from the desert plants of the southern reaches being traded 
along the eastern coast with Asians and along the western and northern areas with 
Egyptians and Europeans. Bedouin tribes controlled the trade routes through the small 
oases and agricultural areas and supported the settlements to some extent, although the 
tribes were fragmented and volatile. With the advent of Islam in the seventh century and 
the rise of Makkah as the focus of the Hajj, existing trade routes through the settlements 
were strengthened by the flow of people as well as their supplies (Royal Embassy of 
Saudi Arabia, 1998). 
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Hail is situated at a crossroads of the ancient trade routes and as it lies on an aquifer 
formed from the mountains, it was an important oasis for food and water. The 
settlement was built in the seventh century, and was named Hail after the wife of the 
Caliph Harun Al-Rashid. Hail’s souq (market) became a multicultural centre where 
travellers and townspeople traded goods and services. The settlement became a strategic 
point on the north–south Darb Zubaydah caravan route, bringing pilgrims from central 
and western Asia to Makkah and Madinah, as well as servicing traders from Damascus 
travelling down the peninsula to the ports of Jeddah and Aden. However, travellers 
through Hail in the eighteenth century described a settlement that had fallen on hard 
times due to scavengers who preyed on the town and on caravans along its routes 
(Royal Embassy of Saudi Arabia, 1998). 
 
During the nineteenth century, Hail was the seat of the influential Al-Rashid tribe, 
which was to be one of the tribes united under King Abdulaziz bin Saud to form Saudi 
Arabia in 1932 (Al-Rasheed, 2010). Due to its resources, Hail remained an important 
centre through its agriculture and position as the largest population centre in the north of 
the country. 
 
2.2.3. Government 
 
King Abdulaziz bin al-Saud embarked on building the country’s government structures 
during the period he was uniting the country, tasking the scholars at Makkah with 
providing schools for boys and public health facilities (in 1925). At that time, funds 
were scarce, so Makkah provided a source of income from the Hajj and emirs who were 
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granted provinces also contributed funds. By 1926, the first school of nursing was 
opened, followed by the School of Health in 1927 (Al-Rasheed, 2010).  
 
In 1932, King Abdulaziz declared Saudi Arabia an absolute Kingdom, governed by 
Sharia law, which determined the fundamentals of the state and the responsibilities of 
the government and its citizens. The discovery of oil in 1938 reversed the fortunes of 
the fledgling country and, as foreign investment began to flow after the Second World 
War, King Abdulaziz could establish a government. After Abdulaziz’s death, King Saud 
established a Council of Ministers (Cabinet) in 1953, and 20 government ministries 
were established in the ensuing years. The Council of Ministers, in conjunction with the 
King, also formed the executive and legislative branches of the government. The King 
appoints a Crown Prince, second in line to the throne, and is advised by a legislative 
group, the Consultative Council (Majlis Al-Shura), to propose and amend the laws. In 
1992, King Fahd introduced a Basic Law for the System of Government and provincial 
regulations (Royal Embassy of Saudi Arabia, 1998).  
 
The Consultative Council now consists of 150 members appointed by the King for four-
year terms. The 13 provinces, each with a governor and deputy governor, have a similar 
system, although they are subject to the Kingdom and the various Ministries servicing 
the country. Municipal elections for districts of the provinces are held every four years, 
with women allowed to vote as well (Saudi Government, 2012). 
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2.2.4. Ministry of Health 
 
As funds became available, the Public Health Department provided basic healthcare 
resources and standards for physicians and pharmacology. A public Health Council 
guided the department in the ensuing decades. However, oil funding provided for a 
larger development program that saw hospitals and healthcare centres established in the 
cities and major settlements. The MoH was established in 1951 and in 1980 all health-
related services were brought under the control of the Ministry (Ministry of Health, 
2012).  
 
2.3. Saudi Healthcare 
 
In its review of the Kingdom’s healthcare, the World Health Organisation (2013) noted 
the Kingdom’s continuing dedication to healthcare in its five-year development plans, 
with the most recent (2009–2013) addressing access issues with a 10-year MoH 
strategy. This increased the number of health facilities by 10% over the previous five 
years and increased healthcare staff to suit. The current delivery of care model is an 
integrated and comprehensive system at four levels (primary to quaternary care) based 
on seven elements (primary healthcare, hospitals, rehabilitation centres, homecare, 
mental health, dental care and preventive health). The World Health Organisation 
reported that the Ministry is pursuing quality assurance through improving standard 
operating procedures and the accreditation of healthcare facilities, which is essential due 
to the country’s reliance on an imported health workforce with high turnover. To 
address these issues, an indigenous healthcare workforce is being developed, aided by 
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university medical and nursing facilities, training centres and scholarship programs to 
train medical staff abroad in leading institutions (World Health Organisation, 2013). 
 
 
Figure 2.2. Ministry of Health: Medical centres and hospitals 2010–2020 (Source: 
Ministry of Health, 2013d). 
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The World Health Organisation’s (2013) statistics for 2012 for the comparable Gulf 
Cooperation Council countries (Kuwait, Bahrain, Oman, Qatar, the United Arab 
Emirates and Saudi Arabia) are shown in Table 2.1. In the region, Qatar, Oman and the 
United Arab Emirates’ healthcare systems were declared satisfactory by the 
Organisation. 
 
The comparison Table 2.1 is an indication only of the region’s healthcare position. 
Statistics were supplied from various sources and discrepancies such as duplicated 
figures were found. Nevertheless, the table illustrates the social, economic and 
healthcare positions in the region. The Saudi population is nearly double that of all other 
Gulf countries combined. Although with its lower rate of foreigners and younger 
population, this is set to change. Like Oman, Saudi Arabia has a high fertility rate due to 
social norms of culture and religion. However, its gross domestic product per capita is 
low, given the large population, and its health budget (in 2012) was lower relative to 
other countries, although the current decade-long healthcare development policy will 
probably alter this ranking. The physician–population ratio also puts Saudi in the lower 
half of the rankings. However, nurse numbers place the country third highest. This 
standing is again improved with bed numbers, with Saudi Arabia placed just behind 
Kuwait. Despite this, life expectancy is lower than for other countries in the region.  
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  Table 2.1 
C
om
parable social and health indicators of the G
ulf countries 
C
ountry 
(latest 
available 
year) 
Population 
m
illions (%
 
national) 
Percentage 
<15 years 
age 
Fertility rate 
(per 
w
om
an)  
G
D
P per 
capita 
($global) 
H
ealth 
budget (%
 
annual 
budget) 
Physicians 
(per 10,000 
pop)  
N
urses/  
m
idw
ives     
(per 10,000 
pop) 
H
ospital 
beds (per 
10,000 pop) 
Life 
expectancy 
at birth 
(years) 
B
ahrain 
1.2 (49%
) 
20.9 
1.9 
19512 
7.4 
24.4 
44.3 
20.8 
75.3 
K
uw
ait 
3.6 
(32%
) 
21.2 
0.9 
56426 
6.6 
27.0 
56.0 
22.0 
77.7 
O
m
an 
3.1 
(71%
) 
22.1 
3.7 
25536 
7.2 
19.5 
43.1 
16.5 
76.2 
Q
atar 
1.7 
(13%
) 
14.8 
2.1 
92789 
4.0 
34.9 
61.9 
12.0 
78.2 
Saudi 
A
rabia 
29.2 
(68%
) 
30.4 
2.9 
20540 
6.8 
24.5 
47.8 
20.9 
73.8 
U
nited 
A
rab 
Em
irates  
8.2 
(16%
) 
19.1 
2.0 
49005 
N
A 
14.7 
26.0 
10.7 
77.4 
Sources: W
orld H
ealth O
rganisation, 2013b; Em
irates 24/7, 2013 
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2.3.1. Privatisation of Healthcare 
 
In 2002, the MoH announced that it intended to privatise healthcare to improve 
efficiency, reduce the costs of providing government services, and invite foreign 
investment and skills into the Kingdom (Almalki et al., 2011). This followed the 
establishment of the Council for Cooperative Health Insurance in 1999, the purpose of 
which was to provide a three-stage framework for funding Saudi healthcare, 
commencing with firms that imported labour paying for health cover. In the second 
stage, all public sector employees, Saudis and non-Saudis were to be covered, and in the 
final stage, so were all other groups, including Hajj pilgrims. The annual report of the 
Cooperative Health Insurance Council (2012) stated that, at the time, there were 28 
health insurance companies and 2,130 accredited health providers. These covered 7.8 
million people, including 2.3 million Saudis.  
 
The privatisation strategy was expected to improve the quality of services, provide 
choice of healthcare provider and create opportunities for healthcare careers for Saudis. 
However, population increase outpaced all healthcare services over the decade, resulting 
in the concentration of services in the major cities. Further, the profit motive between 
insurance and healthcare companies resulted in cost pressures on private healthcare 
services such that the MoH remained the primary provider of highly specialised services 
(Ahmed, 2012; Aluwaisheg, 2013). This was tacitly acknowledged when the Ministry 
announced the establishment of five medical cities in 2009: King Fahd Medical City in 
Riyadh, King Abdullah Medical City in Makkah, King Faisal Medical City for the 
southern provinces, Prince Mohammad Bin Abdulaziz Medical City in Al Madinah to 
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serve the northern provinces, and King Khalid Medical City in Dammam to serve 
Eastern province (Ministry of Health, 2013a).  
 
A recent assessment of the Saudi healthcare industry concluded that the Saudi 
government will continue to privatise through its Cooperative Health Insurance as 
demand for healthcare services continues to increase. Colliers International estimated 
that annual insurance premiums would reach SAR21.1b ($US2.35b) by 2015, growing 
about 19% per year (Ahmed, 2012). The result has been that there is a shortage of 
hospital beds at a time when lifestyle-related diseases such as diabetes, hypertension, 
obesity and heart diseases are beginning to rise. Ahmed (2012) noted the high cost of 
qualified medical staff, with many migrating to other countries after a few years to 
access better opportunities and training facilities in the highly competitive healthcare 
industry. The MoH and Ministry of Higher Education (MoHE) thus need to establish 
career-focused educational institutions to increase the supply of local medical 
professionals and to drive qualified Saudis into jobs. Nevertheless, rather than imposing 
Nitaqat/Saudization on the sector, the government needs to provide greater incentives to 
the private healthcare sector and improve employment regulations to attract qualified 
human resources. 
 
Saudi Arabia is clearly challenged to provide, as the MoH’s (2013d) ambitions show, a 
world-class healthcare service. Within the country, healthcare is concentrated in the city 
centres, entailing long travelling times to access healthcare for people living outside 
cities and bringing particular issues for women, who rely on male relatives to chaperone 
them outside their homes (Ramady, 2013). In addition, there are issues for recruiting 
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Saudi nationals for healthcare roles, due to cultural aversion to service professions. 
These concerns are addressed in the next sections. 
 
2.3.2. Labour Force 
 
Saudi Arabia’s population is predominantly male and young. Figure 2.3 illustrates the 
Saudi population for the years 2010 and 2020. 
 
 
 
Figure 2.3. Saudi population pyramids, 2010 and 2020 (Reprinted from Nationmaster, 
2014). 
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Figure 2.3 shows recent and projected population statistics, distorted by the large 
foreign population, which is now declining through the country’s Saudization/Nitaqat 
policy. The female side of the pyramids is of particular interest, as there are fewer 
female foreigners in the country than men due to the predominant use of imported 
labour for construction (Ministry of Health, 2013c, 2013d). The natural population 
increase, although decreasing relative to past levels, will continue to impact the labour 
force over the next few decades. This is illustrated in Figure 2.4 below. 
 
 
Figure 2.4. Population and labour force, by province and gender, 2013 (Reprinted from 
Central Bureau of Census and Statistics, 2013b). 
 
The Saudi population over the age of 15 years is shown in Figure 2.4, which describes 
the labour force for the region. For Hail’s total of 456,718 people over the age of 15 
years, 46% were not working, with most of these being women (35.2%, or 79.2% of the 
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female population). The male labour rate was 55.6% of the Saudi labour force in the 
region. Those not in the workforce cited the reason as retirement (1.6% of the labour 
force), in education or training (17.7%) and home duties (26%) (Central Bureau of 
Census and Statistics, 2013b).  
 
2.4. Nursing in Saudi Arabia 
 
The nursing profession in Saudi Arabia faces numerous challenges. For the past 10 
years, the Saudi Arabian health system has suffered from a severe shortage of qualified 
Saudi nurses and managers in clinics and hospitals, in both the private and public 
sectors (Al-Hosis, 2009). According to Al-Ahmadi (2002), “evidence indicates that the 
nursing profession in general is unable to attract adequate numbers of Saudi men and 
women due to difficulties arising from salaries, shift schedule and social perception of 
nurses” (p. 645). Likewise, the managerial role was found by Al-Ahmadi to be one of 
the greatest stress factors for nurses in her study conducted at a number of MoH 
hospitals in Riyadh. This problem has been aggravated by the small number of Saudi 
nurses willing to accept difficult and unsatisfactory working conditions (Al-Ahmadi, 
2002). This reality can be approached only when the profession is led and managed by 
qualified professional leaders and managers. 
 
Due to the difficulties in attracting and retaining healthcare workers locally, the health 
organisation workforce in Saudi Arabian hospitals relies heavily on expatriates recruited 
from more than 52 countries to meet the healthcare needs of the Kingdom (Suliman, 
2009). This mix of healthcare professionals from diverse cultures, religions and 
educational backgrounds requires outstanding managers and leaders to manage and lead 
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teams of nurses to meet the requirement of quality care. This need is in addition to the 
task of delivering a satisfying work environment for healthcare personnel, while also 
achieving the organisation’s aims. 
 
The national healthcare system is changing rapidly. With the notable increase in the 
number of hospital beds and an increase in healthcare facilities in both the government 
and private sectors, Saudi Arabia is confronted by a significant shortage of qualified 
Saudi nurses. A number of factors contribute to this shortage, including “difficulties 
arising from salaries, shift schedules and the social perception of nurses” (Al-Ahmadi, 
2002, p. 645). According to Al-Hetheli (2012), other issues relate to retention and 
professional development as well as those social issues that an individual faces when 
choosing nursing as a career, including: 
! Level and adequacy of qualifications; 
! Inadequate training and preparation; 
! Lack of resources; 
! Lack of research focus to help to improve practice; and 
! Poor public image and recognition. 
 
Non-Arabic nursing staff members encounter language barriers within the current 
multicultural work environment in the hospitals. They have to learn basic Arabic skills 
to be able to communicate even minimally with patients and families. This is difficult 
because the new language and script is totally different from the nurses’ native 
language. Non-Arabic speaking nurses thus need time and effort to learn language skills 
and be orientated with the Saudi culture. This puts great pressure on the nursing leader 
to help their staff to address and relate to Saudi values, attitudes and behaviours towards 
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health-related issues (Al-Khathami, Kojan, Aljumah, Alqahtani & Alrwaili, 2010). The 
MoH continues to prepare orientation programs to target non-Arabic speaking nurses 
prior to their joining the nursing workforce to enhance their communication skills and 
promote cultural awareness. 
 
2.4.1. Nursing Education 
 
In 1958, health education in present-day Saudi Arabia started in Riyadh when the MoH, 
in cooperation with the World Health Organisation, introduced the first health institute 
for boys. Fifteen students with primary school certificate-level education were enrolled 
in a one-year program (Al-Thagafi, 2006; Aldossary, While & Barriball, 2008; 
Alhusaini, 2006). In 1961, nursing schools with two-year programs for women were 
opened in Jeddah and Riyadh. Two years later, the first group of 13 Saudi female 
nurses’ assistants graduated from these schools (Al-Thagafi, 2006; Alhusaini, 2006). 
The Bachelor of Science in Nursing program was initiated in 1976 in addition to other 
health programs to increase the number of degree qualifications in the nursing 
profession. These programs were under the umbrella of the MoHE. However, the 
Master’s Degree in Nursing is limited to female nurses only. In 1994, the Doctor of 
Philosophy (PhD) program was established in cooperation with British universities to 
facilitate career advancement for Saudi women unable to study abroad. A Doctor of 
Philosophy scholarship program was established to prepare future leaders and nurse 
educators through overseas study (Abu-Zinadah, 2006). The professional qualifications 
available for Saudi nursing men are a Diploma Degree, an Associated Diploma and a 
Bachelor’s Degree. Master’s Degrees and PhDs are to be achieved overseas (King Saud 
University, 2009). 
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During 2008, all of these nursing educational schools and institutes were transferred 
from the MoH to the MoHE. The aim was to improve the quality of nursing education, 
which the MoHE had the requisite academic experience, financial resources and 
educational facilities to achieve. This transfer also allowed the MoH to focus on its 
main role of delivering healthcare for the Saudi population. 
 
Diploma holders from Saudi health institutes represent 67% of all nursing staff, while 
associate degree holders from junior colleges represent 30%. Graduates with Bachelor 
of Science in Nursing degrees represent 3% and are considered as being in the 
professional and managerial category. As for postgraduate degrees, 28 nurses had a 
Master’s Degree and seven had a Doctorate Degree in nursing (Abu-Zinadah, 2006). 
The number of nurses and other health professionals holding Bachelor’s Degrees and 
postgraduate qualifications is expected to increase because the number of scholarships 
offered by the MoHE and MoH is increasing markedly. These figures indicate the 
strategy of the Saudi government to educate the younger generation to meet future 
industry demand. Moreover, support is not limited to the funding of educational 
scholarships. The government also focuses on addressing future challenges and rapid 
development in all fields, including nursing. 
 
In Saudi Arabia, hospital administrations demand nursing leaders and managers to 
recognise and understand any potential barriers that may affect the performance of 
expatriate and Saudi nurses. Employees require effective leadership styles for the 
implementation of the health organisation’s visions and aims. Shukri (2005) suggested 
that over the past 10 years in Saudi Arabia, concerns linked to nurses’ job satisfaction 
41 
 
 
and the nursing profession in general have encouraged a more positive approach by 
managers regarding the retention and education of Saudi nurses. However, MoH 
statistics show that the majority of nurses are expatriates at 33,631, with the number of 
Saudi nurses at 27,040 (Ministry of Health, 2011). Clearly, the nursing profession in 
Saudi Arabia is facing tremendous challenges, given the rate of population expansion. 
Consequently, the Ministry of Labour plans to achieve at least 50% Saudi nursing 
representation over the next 10 years (Saudi Ministry of Labour, 2013). 
 
2.4.2. Saudi Commission for Health Specialists  
 
The Saudi Commission for Health Specialists (SCFHS) is a non-profit government 
authority that brings together healthcare specialists in different disciplines. It was 
established in 1992 by royal decree, and is located in the Diplomatic Quarter of the 
capital city of Riyadh. Its major purpose is to ensure the delivery of a high standard of 
healthcare services to the community. Additionally, the SCFHS serves as an 
accreditation authority responsible for assessing the professional qualifications of 
overseas qualified healthcare practitioners, administering the required examinations and 
issuing registration certificates to ensure safe practice. At present, it is mandatory for all 
healthcare staff in Saudi Arabia, including health administrators, to have a valid 
registration to be entitled to work in the country. Since its establishment, the SCFHS 
has expanded, with many new branches in all health regions of the country (SCFHS, 
2011).  
 
The nursing council of Saudi Arabia is not an independent authority, it is one of the 
arms of the SCFHS organisation. As the sole body in Saudi Arabia authorised to 
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establish standards for all health professions, evaluate and register healthcare 
professionals, accredit health programs and manage continuing health education training 
courses, the SCFHS invests much effort into encouraging professional practice, 
developing professionals’ skills, leading innovation and promoting evidence-based 
practice (SCFHS, 2011). The principal responsibilities of the SCFHS are to: 
! Organise and supervise board committees that serve the different health groups; 
! Assess different institutions that provide special courses for health workers;  
! Issue professional certification, diplomas, fellowships and memberships;  
! Coordinate with councils, associations and other local and international health 
professional institutions to promote staff training;  
! Develop principles and standards and the code of ethics for professional 
practice; 
! Evaluate applicants’ qualifications and classify them;  
! Actively support research, review scientific articles and encourage publications 
in international and in-house journals;  
! Map future planning and staff recruitment guidelines; and 
! Host seminars and health-related conferences to discuss national health affairs 
and to propose practical solutions. 
 
2.4.3. Accreditation of Nursing Certificates 
 
According to the accreditation criteria of the SCFHS (2008), nurses who graduate with 
diplomas from health institutes or junior colleges are classified as technical nurses or 
senior technical nurses, respectively. Nurses with a Bachelor of Nursing are classified 
as specialists, while nurses with a Master of Nursing Science or a PhD degree are 
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classified as senior specialists. Nurses holding a PhD plus three years of clinical nursing 
experience are recognised as Nursing Consultants. 
 
2.4.4. External Scholarship Programs 
 
Scholarship programs are in place to encourage Saudis to undertake overseas studies in 
nursing to meet the growing need for qualified Saudi nurses. Such scholarships are 
offered by several organisations including universities, the MoHE, the MoH and large 
Saudi hospitals such as the King Faisal Specialist Hospital and Research Center (KFSH 
& RC) and the National Guard Health Affairs (NGHA). According to Aldossary et al. 
(2008), a PhD scholarship program was established in 1996 to enable Saudi nurse 
leaders and educators to study abroad. Recently introduced international scholarship 
programs embrace almost all educational levels, from Bachelor’s through to PhD. 
Currently, many sponsored students are studying nursing in various countries 
worldwide (Alhusaini, 2006). These programs are considered part of a successional plan 
to prepare highly educated and qualified local nurses that will be able to lead the 
profession of nursing in Saudi Arabia into the future. 
 
2.4.5. Nursing Regulations 
 
The Scientific Nursing Board (SNB) was established in 2002 under the direction of the 
SCFHS (Miller-Rosser et al., 2006) to oversee the professional development, 
accreditation and regeneration aspects of the nursing profession. The Board’s 
professional development function embraces the practice of nursing through identifying 
the scope of practice such as setting standards of education, ethics and practice, 
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establishing accountability systems and conducting and supporting nursing research. 
The accreditation role involves evaluating and approving nursing education institutions 
and training centres and their education programs and assessing nurses’ qualifications 
from outside the Kingdom. The regeneration role focuses on renewing the licenses for 
nursing institutions and professionals (Abu-Zinadah, 2005). The establishment of the 
SNB has resulted in a considerable advancement in nursing practice. For example, prior 
to the formation of the SNB, there was no formal registration of nurses and no 
standardised evaluation or accreditation processes for nurses’ continuing education. 
Now, all nurses in Saudi Arabia are registered with the SNB and are required to attend a 
series of continuing education programs to renew their registration (Abu-Zinadah, 
2005). However, such positive developments are yet to reach the rural and remote 
regions of the Kingdom, particularly in the field of primary healthcare nursing. One of 
the constraints for the SNB is that it is under the authority of the SCFHS, which limits 
its role and influence. Greater independence for the SNB can be expected to make the 
organisation even more effective. 
 
In 2003, the Saudi Nursing Society was formed at the King Abdul Aziz University in 
Jeddah (The Saudi Nursing Society, 2003). The objectives of this society are to provide 
scientific advice to its members, develop scientific thought in the field of nursing, 
enhance the theoretical and clinical performances of nurses, and exchange research 
findings with the nurses and related societies, both internally and externally. Its council 
is comprised of highly educated and experienced Saudi nurses, representing different 
health sectors such as the MoHE, MoH and NGHA. 
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2.4.6. Nursing Practice 
 
There have been considerable advances in Saudi nursing practice in recent years and 
more is expected in the foreseeable future. The Central Nursing Committee was 
established in 1987 at the MoH with the objective of enhancing the quality of nursing 
care and recruiting more Saudis to the nursing profession. Prior to 1987, decision 
making with regard to nursing was considered the domain of physicians because there 
was no representation or formalised voice for nurses by nurses at the national level 
(Aboul-Enein, 2002). This changed when the Division of Nursing (General Directorate 
of Nursing) was established at the MoH under the direction of a group of well-educated 
and experienced Saudi nurses (Tumulty, 2001a). This was followed by the 
establishment of nursing departments in several regions of Saudi Arabia. Such advances 
were instrumental in empowering nursing as a profession at the central level of the 
MoH and in facilitating the industry’s professional development. 
 
Although many recent developments in the nursing profession have contributed to 
improvements in its practice and enhanced the professionalisation of nursing in Saudi 
Arabia, this does not mean that all obstacles facing the advancement of nursing practice 
have been overcome. As Aboul-Enein (2002) noted, the vast majority of nurses working 
in Saudi Arabia are expatriates who have their origins in many different countries, with 
diverse cultural backgrounds. Although their service is valuable to the country, this 
arrangement brings its own problems, mainly due to the fact that these expatriate nurses 
have their own beliefs and values that may differ from those in the Saudi culture. For 
example, they may not have adequate knowledge about the local culture to enable them 
to understand and appreciate the importance to their patients of Islamic beliefs and 
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values. As Mebrouk (2008) emphasised, culturally sensitive care, with due 
consideration to patient and family values, is fundamental to nursing. Therefore, due to 
the influence of Islam on every aspect of life of the Saudi people, it is both logical and 
practical to expect that Saudi nurses would be more appropriate for providing nursing 
care for the local population (Alamri, Rasheed & Alfawzan, 2006). 
 
Nurse–patient communication at healthcare facilities is another major challenge to the 
advancement of nursing practice in the Saudi context. This is yet another issue 
emanating from the dependence on an expatriate nursing workforce. The nature, clarity 
and level of communication are essential components of the provision of nursing care 
(Mebrouk, 2008). Aldossary et al. (2008) found that most healthcare providers, 
including nurses, communicate in English in Saudi hospitals, despite the majority of 
patients and their families being Saudis, with Arabic as their native language. Moreover, 
in the case of many expatriate nurses who communicate in English because they are not 
competent in Arabic, English is also not their first language (Simpson, Butler, Al-
Somali & Courtney, 2006). This is a particularly significant problem in public 
healthcare, where nurses have to interact with the open community. Findings from a 
study by Mebrouk (2008) showed that using the Arabic language for communication 
between patients and local nurses impacted positively on many aspects of healthcare, 
including the satisfaction of patients and their families and improved outcomes of 
nursing care. 
 
A third issue is that it has been found that nurses are often called upon to engage in non-
nursing activities, due to the shortage of ancillary and management personnel in most 
healthcare facilities (Tumulty, 2001b). Thus, nurses are required to carry out a number 
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of non-clinical tasks at the expense of clinical duties, with the obvious negative impact 
on nursing care. 
 
Finally, the lack of experience among recently qualified expatriate nurses is a major 
obstacle to greater efficiency of nursing practice in Saudi hospitals (Alamri et al., 2006). 
The need to provide assistance to such novice nurses and the extra demands for greater 
supervision of them create an additional workload for the more experienced nurses, who 
must undertake this role while still performing their usual tasks. This additional load 
may increase the likelihood of nursing care errors, thus affecting the quality of nursing 
care and leading to the neglect of patients, causing their discontent. Further, the need to 
provide training to inexperienced nurses may consume the resources allocated to train 
nurses in new technologies and techniques arising from health research. 
 
Despite the Saudi health system’s commitment of valuable resources, many expatriate 
nurses leave Saudi Arabia as soon as they have obtained sufficient experience, in search 
of more lucrative positions elsewhere (Alamri et al., 2006). In view of the 
aforementioned challenges, and coupled with the rapid growth of the Saudi population 
(particularly those in need of more healthcare such as children, the elderly and patients 
with chronic diseases) and the expansion of healthcare facilities, the need for nurses of 
local origin is expected to increase dramatically over the next few decades. 
 
The development and implementation of a national nursing workforce planning strategy 
is an urgent requirement to address the nurse shortage as well as other challenges. In 
particular, the current somewhat negative public image of nursing as a profession needs 
to be addressed by nursing and other healthcare leaders. Encouragement of young 
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Saudis to join the nursing profession by providing appropriate educational, employment 
and financial incentives would be an important step in this effort. Equally important is 
the cooperation of the media in publicising the importance of nursing and its vital role 
in the care of the community and in the advancement of population health. The poor 
social image of nursing has been identified as a critical factor that contributes to the 
shortage of nurses, even at a global level (Abualrub, 2007; Takase, Maude & Manias, 
2006). In Saudi Arabia, it was found to be a major determining factor in discouraging 
high school students from becoming nurses (Al-Thagafi, 2006; Al-Omar, 2004). Efforts 
to encourage young Saudis to enter nursing should be accompanied by upgrading the 
existing nursing schools to deliver better qualified nurses in sufficient numbers. Success 
in these efforts will also require collaboration between the MoHE and the private sector. 
The duration of undergraduate nursing courses at Saudi universities should also be 
considered in this regard. Currently, the five-year duration of the Bachelor’s exceeds 
international benchmarks and acts as a disincentive to young people when choosing 
their career path. Financial incentives could also be used to attract prospective students. 
For example, students would be provided with full scholarships for while training, with 
a full salary during their internship program, as is the case with medical students. 
Currently, student nurses receive less than one-third of the salary of a registered nurse. 
 
Strategies for the retention of existing staff need to be implemented in parallel with 
efforts to train and recruit new nursing staff. Some suggestions for this include 
facilitating attractive work environments, reducing workloads and non-nursing tasks, 
providing opportunities to pursue higher studies and continuing education programs, 
allowing part-time work, and ensuring adequate and fair remuneration and opportunities 
for professional and personal enhancement. The nursing literature confirms the 
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importance of addressing these issues to improve the quality of a nurse’s working life 
(Brooks & Anderson, 2004; Brooks et al., 2007; Khani, Jaafarpour & 
Dyrekvandmogadam, 2008). 
 
It is imperative that nurse leaders pay greater attention to strategies to maximise the 
efficiency of expatriate nurses. Quality should be emphasised over quantity as the 
principal concern when recruiting, while also ensuring equity in pay. Efforts must be 
made to integrate foreign nurses into the work environment as well as into the 
community at large. Expatriate nurses should be provided with mandatory training 
courses in Arabic, in communication skills and in improving empathy with Saudi 
culture. Such efforts may help to increase expatriate nurses’ job satisfaction, improve 
their performance and reduce their turnover rates. 
 
Finally, nurse leaders should build partnerships with international organisations with 
similar interests and with leaders in the field of nursing, so that Saudi nursing can 
benefit from the vast array of global resources in terms of technical expertise and 
experiences. 
 
2.4.7. Communication Barriers 
 
In Saudi hospitals, most healthcare providers, including nurses, communicate in 
English, despite the vast majority of patients and their families being Saudi nationals 
with Arabic as their first language and little proficiency in any other language. This 
unique situation is the result of the nursing workforce in Saudi Arabia being composed 
primarily of expatriates (Aboul-Enein, 2002; Suliman, 2009). These expatriate nurses 
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are seldom competent in Arabic, and English is generally not their first language 
(Simpson et al., 2006). The overwhelming majority of expatriate nurses working in 
MoH facilities are Indian or Filipino (Tumulty, 2001b). Others come from North 
America, the UK, Australia, South Africa, Malaysia and other parts of the Middle East 
(Aboul-Enein, 2002; Aldossary et al., 2008).  
 
The Hail region attracts mainly Arab, Filipino, Indian, Pakistani and Middle Eastern 
expatriates. The latest figures for the region show that the number of Saudi nurses has 
increased from 9% in 1996 to 22% of the total nursing workforce. However, despite the 
increasing interest of Saudi nationals in enrolment in various nursing education 
programs, it has been estimated that it will take a further 25 years to train sufficient 
numbers of Saudi nurses to increase the local component to 30% of the Kingdom’s 
nursing workforce requirements (Abu-Zinadah, 2006).  
 
2.4.8. Culture and Gender Segregation 
 
Culture may be defined as the system of shared beliefs, behaviours, values, customs and 
symbols that are transmitted from one generation to another (Cortis, 2004). The culture 
of a given society can be shaped by several factors, including religion, race, level of 
education, economic status and environmental factors (Al-Shahri, 2002). The Saudi 
culture is basically Arabic with an Islamic influence developed over a period of 1,400 
years since the first emergence of Islam. The Saudi culture, which has evolved by the 
blend of Arabic tribal traditions and customs and the Islamic worldview, shapes the 
mindset and behaviour of the Saudi people (Almutairi & McCarthy, 2012). 
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Sharia law, which is based on the holy Qur’an and the Prophet’s traditions (Sunnah), 
forms the foundation of the constitution of Saudi Arabia (Almutairi & McCarthy, 2012). 
Jurisprudence in Islam comprises the core elements of consensus (ijmaa) and analogy 
(qiyas). A further element of innovation and logical thinking (ijtehad) allows Islamic 
scholars to make decisions regarding new events of modern society, culture and 
technology, to ensure laws regarding these events are congruent with Islam, despite 
their not being mentioned in the Qur’an or Sunah. Thus, Sharia law governs all aspects 
of life, including politics, economics, banking, business, family, sexuality, hygiene and 
social issues (Almutairi & McCarthy, 2012). 
 
Segregation of genders is the accepted norm in Saudi culture. It is enforced through 
government structures and is generally approved by society. For example, members of 
opposite sexes, unless they are members of one family, are not allowed to be together in 
public areas, and there are separate physical areas assigned to males, females and 
families. Saudi women are not allowed to interact and work with unrelated men in most 
settings, unless out of necessity. The majority of women are employed in a few 
institutions or professions, including in universities, social work and development 
programs for women, banking and the healthcare sector. Saudi women are barred from 
driving motor vehicles and riding bicycles in public places. As such, women depend on 
their close male relatives such as fathers, brothers or husbands to drive them around 
(Winter & Chevrier, 2008). It is the responsibility of the husband to bear the family’s 
financial burdens even if the wife works and has her own income, unless a joint 
decision is made for an alternative arrangement in which the wife offers a concession 
(Achoui, 2006). Saudi women have the freedom to build their own businesses, invest 
their money and own property. 
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Tumulty (2001a) estimated males to comprise 25% of the Saudi nursing profession. 
Hence, it is relevant to consider the strict segregation of males and females at all levels 
of education, even though the curricula content is the same. As a result of the limited 
interaction between males and females in Saudi society, as well as due to other cultural 
considerations, some Saudi female nurses prefer not to care for male patients. This has 
led to gender separation in nursing care, which means that male nurses provide care to 
male patients and female nurses look after female patients. Only in unavoidable 
circumstances, such as a serious shortage of staff, do all nurses care for all patients 
irrespective of gender. Such cultural restrictions impact nursing leadership as hospitals 
must employ female and male nurse managers to manage the female and male wards, 
respectively. Expatriate nurse managers are not restricted in this way.  
 
2.5. Summary 
 
This chapter has provided an overview of Saudi Arabia and its healthcare system. The 
nature of the Saudi nursing workforce and the education and governance structures 
supporting it were also outlined. The following chapter presents a literature review of 
leadership theories and current nursing leadership styles.  
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Chapter 3: Literature Review 
 
 
3.1. Introduction 
 
The rapid expansion and the accompanying advances in nursing practice in Saudi 
Arabia in recent years has required authorities to search for more dynamic and 
appropriate means of managing the enormously diverse nursing workforce in Saudi 
hospitals. There is an overwhelming demand in Saudi Arabia for nurse leaders who 
have the capacity to collaborate, delegate, think creatively and perform confidently. 
Essentially, two factors have fuelled this demand. The first is the acute shortage of 
nurses in the country and the second is the dynamism or the complexity of the country’s 
current healthcare system. Further, the present trends in nursing point to an even greater 
future demand for nurse leaders, who will be required to guide the nursing profession in 
an environment likely to become increasingly more complex (Daniels, 2004). These 
considerations provided the impetus for this research study. This literature review 
focuses on exploring leadership styles and assessing the effectiveness of leadership 
models as concerns generating staff satisfaction and willingness to exert extra effort at 
work. 
 
The chapter is presented in three parts. The first part focuses on the development of 
leadership theories to provide a background to the theoretical concepts of leadership and 
their historical development. The second part is concerned with leadership and 
management in nursing, and reviews the relevant literature with a particular focus on the 
application of different leadership styles and their effectiveness in promoting staff job 
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satisfaction and willingness to exert extra effort. This part also makes special reference 
to the Saudi Arabian context. As will be seen, the transformational theory receives 
greater attention in comparison with other leadership styles such as transactional or 
laissez-faire. The third and final part of this literature review addresses the practice of 
leadership in Islam and multicultural environments. 
 
3.2. Part One: Development of Leadership Theory 
 
Curiosity about the topic of leadership has existed throughout history. However, 
academic interest in the topic as a research subject did not arise until the 1930s and 
1940s. A review of the leadership literature reveals the emergence of a series of points 
of view on what leadership is and who will be a good leader, resulting in an array of 
leadership theories. The early theories focused on the character and behaviour of 
leaders. Research during this period alluded to the existence of two broad categories of 
leadership behaviour: behaviours that emphasised task accomplishment and those that 
focused on developing relationships with followers. Later theories began to consider the 
role of the follower together with the contextual nature of leadership. 
 
In the 1960s and 1970s, leadership theorists began to focus on how leaders make 
decisions, particularly as concerned involving followers and delegating to followers. 
The relationship between the leader and the follower was also explored, with questions 
asked including whether leaders change their behaviour for different followers. In the 
1980s, the emphasis shifted to the “emotional and symbolic aspects of leadership” 
(Yukl, 2010, p. 260). It was at about this time that the theories of charismatic and 
transformational leadership were developed.  
55 
 
 
 
The following section discusses the evolution of the definition of leadership and the 
development of the various theories over time. This chapter lays greater emphasis on 
the transformational theory, which forms the framework of the study. 
 
3.2.1. Defining Leadership 
 
Historically, leadership has been defined in a variety of ways, including as the “process 
of influence in which the leader influences others toward goal achievement” (Kelly, 
2011, p. 2). This has gained general acceptance as a practical definition that captures the 
essence of the concept. However, the systematic study of leadership did not gain 
prominence until about the middle of the twentieth century, mainly because prior to that 
period, a much higher value was placed on strong management techniques rather than 
on leadership abilities. Even then, the earlier works on this topic were restricted to wide-
ranging conceptualisations of leadership, including the identification of desirable traits 
or actions of a leader. Only recently has research become more aligned with the 
recognition of leadership as a process of influencing other people inside a particular 
organisational culture along with the interactive relationship of a leader and the 
follower. To understand recent developments in the field of leadership better, it is 
important to consider the evolution of leadership theories over the last century. 
 
In 1978, Katz and Kahn expressed that leadership is “any act of influence on a matter of 
organisational relevance” (p. 334). With greater emphasis on the influential aspect of 
leadership, Tannenbaum, Weschler and Massarik (1961) pointed out that leadership is 
an “interpersonal influence, exercised in situations and directed, through the 
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communication process, toward the attainment of a specified goal or goals” (p. 24). 
Then, in 1978, Burns highlighted the goal component of leadership as follows: 
I define leadership as leaders inducing followers to act for certain goals that 
represent the values and the motivations—the wants and needs, the 
aspirations and expectations—of both leaders and followers. And the genius 
of leadership lies in the manner in which leaders see and act on their own 
and their followers’ values and motivations (p. 381). 
 
Hesburgh, in 1971, expanded on the concept of leadership, stating: 
The mystique of leadership, be it educational, political, religious, 
commercial, or whatever is next to impossible to describe, but wherever it 
exists, morale flourishes, people pull together toward common goals, spirits 
soar, order is maintained, not as an end in itself, but as a means to move 
forward together. Such leadership always has a moral as well as intellectual 
dimension; it requires courage as well as wisdom; it does not simply know, 
it cares (p. 764). 
 
Indeed, countless but equally meaningful definitions of leadership have been published 
throughout the years. Burns (1978) highlighted the absence of any universally accepted 
view of the concept of leadership, claiming that this deficiency is caused, in part, by the 
divergent works of scholars who pursue separate disciplines and even sub-disciplines 
and who explore varying and often unrelated queries or problems. The sheer number of 
leadership definitions creates a unique dilemma, especially for research investigators. 
Burns (1978, p. 2) summed up these concerns as follows: “leadership is one of the most 
observed and least understood phenomena on Earth”. In 1974, Stogdill commented that 
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“there are almost as many definitions of leadership as those who have attempted to 
define the concept” (p. 4). Even now, researchers, managers and leaders question the 
nature and benefits of effective leadership. Indeed, more recently, the definition of 
leadership was broadened by Bass (1990a, p. 19):  
Leadership is an interaction between two or more members of a group that 
often involves a structuring or restructuring of the situation and the 
perceptions and expectations of the members. Leaders are agents of 
change—persons whose acts affect other people more than other people’s 
acts affect them. Leadership occurs when one group member modifies the 
motivation or competencies of others in the group. 
 
Since there are substantial difficulties in the precise identification of factors related to 
leadership, researchers seem to have taken the easier path of examining the leadership 
patterns and tendencies or specific functions of leaders. While there are many 
differences in the definitions of leadership, a commonality exists relating to the 
presence of a group. That is, leadership is a phenomenon in which there is an interaction 
between two or more people. The vast majority of researchers define leadership in a 
manner appropriate to their investigation, so it is essential to be familiar with a diversity 
of perspectives from theorists and researchers and to accept leadership as a complex and 
multifaceted phenomenon (Marriner-Tomey, 1993). 
 
3.2.2. Leadership Theories 
 
Leadership theories have evolved over time, as described by various scholars such as 
Bolden, Gosling, Marturano and Dennison (2003) and Casida (2007). According to 
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Casida (2007), the evolution of leadership theories started with the great man theory 
(pre-1900s), followed by the trait theory between 1900 and 1948. The contingency 
theory was then prominent between 1948 and 1980, after which the more contemporary 
transformational leadership theory emerged. Casida also identified other theories that 
are in current usage, albeit to a lesser extent, such as the servant-leadership theory and 
the multifaceted leadership theories. Casida’s conceptualisation of the evolution of 
leadership theory is illustrated in Figure 3.1. The following sub-sections describe in 
more detail the key theories as identified by Casida.  
 
 
 
 
 
 
 
 
 
Figure 3.1. Evolution of leadership theories (Source: Casida, 2007) 
 
3.2.2.1. Great Man Theory 
 
Nye (2008) outlined the basic premise of the great man theory wherein leadership 
qualities are innate, implying that individuals who are not born with leadership qualities 
can never be good or successful leaders. In fact, the great man theory defines a great 
Great Man Theory (Pre-1900) 
Trait Theory (1900–1948) 
Transformational Theory (1978–Present) 
Servant Leadership Theory (1977–Present) 
Contingency Theory (1948–1980) 
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leader as a person who is heroic and destined to lead when the need arises. This theory 
focuses on the materialisation of a leader who has much influence in the community. 
This view is also described by Bolden et al. (2003) who argued that leadership is 
instinctive and not developed through training and experience. Bolden et al. also 
asserted that during the nineteenth century, leadership was essentially viewed as the 
exclusive domain of men, because women were perceived as unable to hold any 
leadership role in the society. Personalities such as Julius Caesar, Abraham Lincoln, 
Mahatma Gandhi, Sir Winston Churchill and Nelson Mandela are often cited as 
examples of successful leaders that fit well into the great man category. The major 
limitation of this theory is that it was founded after observing those who are or have 
been proven leaders, without any consideration of others who may be potential leaders, 
but who have not had the opportunity to lead. Further, it ignores the ‘situational 
emergence’ of leaders, whereby leadership is thrust upon a person regardless of whether 
he/she has the ability to lead simply because there is no one else to lead at that moment. 
In other words, a person can become a leader just by being ‘in the right place at the right 
time’. Many examples of this can be found, particularly in the political arena, where 
leadership of a political party, or even of a country, has been thrust upon, for example, a 
close relative of a deceased leader (Northouse, 2012).  
 
The debate regarding whether leaders are born or made continues today. One school of 
thought believes that leaders are a select group of people born with a unique set of 
skills. The other school of thought proposes that leaders are ‘made’. That is, they 
acquire leadership traits by learning, and develop into great leaders through the books 
they read, the people they associate with and due to their life experiences. This debate is 
relevant to the current discussion, because decision makers’ beliefs about how people 
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become leaders affect how they evaluate people’s leadership potential. For example, if 
the great man theory is applied in a hospital scenario, authorities who believe in ‘born’ 
leaders are likely to focus more on selection (by identifying the right people) rather than 
on development (developing the available people) when appointing nurse managers. 
Conversely, those who believe that leaders are capable of being ‘made’ by their 
experiences would more likely focus on providing interested nurses with opportunities 
to develop into leaders.  
 
Another school of thought holds that the real causes of effective or ineffective 
organisational leadership reside in structural features rather than in the characteristics of 
the leaders at those organisations (Perrow, 1970). Perrow argued that the traits and 
behaviour of leaders should be viewed as dependent variables that mediate between the 
structural features of an organisation and the organisational outcomes. Studies that 
analysed organisational effectiveness during periods of changes in top leadership have 
supported this view (Vroom & Jago, 2007). 
 
3.2.2.2. Trait Theory 
 
The trait theory is merely an extension of the great man theory in certain respects, 
mainly in the suggestion that some leadership behaviours are common to all leaders 
(Casida, 2007; Bolden et al., 2003). This theory further assumes that persons who 
possess these behaviours or qualities are predestined to be good and successful leaders. 
Although various disciplines are known to utilise the trait theory, the military is one of 
the best examples of an organisation that depends on its application. It does so in 
selecting and recruiting new soldiers. New recruits, for instance, must have certain 
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physical attributes, such as a certain height, weight and physical fitness. Bolden et al. 
(2003), however, noted that it was rare to find common qualities and behaviours shared 
by all leaders, implying that the theory is vague and cannot account for all situations. 
Nonetheless, studies conducted by Stogdill in 1974 on the trait theory were able to 
identify similar personalities and abilities among leaders. The leadership traits and skills 
identified by Stogdill are presented in Table 3.1. 
 
Table 3.1 
Stogdill’s leadership traits and skills 
Personality Abilities 
• Ambitious and achievement-oriented 
• Assertive 
• Adaptable to environmental situations 
and social environment 
• Cooperative 
• Reliable 
• Decisive 
• Motivated 
• Relentless 
• Strong self esteem 
• Calm during stressful situations 
• Creative 
• Intelligent 
• Conceptually skilled 
• Diplomatic and tactful 
• Fluency in communicating 
• Well-informed about group tasks 
• Persuasive 
• Organised 
• Skilled in community 
development 
 
Source: Stogdill (1974) 
 
These great man/trait theories, the perspectives of which originated from the 
Aristotelian philosophy of leaders being born and not made, were dominant until the 
1950s. However, the notion that leadership cannot be developed through experience and 
training has been extensively criticised (Marquis & Huston, 2000), as have some of the 
research approaches used to validate the traits theory (Carney, 1999). Nonetheless, there 
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remain those who favour the traits theory, such as Moiden (2002), who cites Florence 
Nightingale as the first nursing leader who displayed characteristics congruent with the 
traits theory. However, Moiden’s critics argue that while Nightingale may be considered 
a ‘Great Woman’ of the Victorian era, her theories, ideologies and management style 
have had deleterious consequences for subsequent nursing practice and nursing 
management (Widerquist, 2000). Castigation of subordinates, strong overt control, an ‘I 
and You’ status mentality and complete lack of consideration are believed to be the 
hallmarks of Nightingale’s leadership and management style, which dominated the 
healthcare settings established and managed by the religious orders (Marquis & Huston, 
2000; Widerquist, 2000). 
 
Fiedler (1967) suggested that no one leadership style is ideal for every situation, since 
the knowledge and skills of a leader that are effective in one situation may not be so in 
another. Many others have written in agreement with this premise (Carney, 1999; 
Lindholm, Sivberg & Uden, 2000; Welford, 2002). However, in the multifaceted 
contemporary nursing practice environment, it would be unwise to allow situations to 
determine the most suitable leader. Not only would this undermine the role of the 
nursing manager, it would also be impractical and not cost-effective to invest in every 
nurse in anticipation of potential situations in which he/she may be required to lead 
(Murphy, 2005). 
 
3.2.2.3. Contingency Theory 
 
During the 1960s, Hutchins and Fiedler (1960) introduced the contingency model of 
leadership. Refuting the ideal leadership style theory, they argued that whether a 
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leadership style was effective or ineffective would depend on the situation. They 
identified three aspects of a situation that structure the leader’s role: (1) leader–member 
relations, (2) task structure and (3) position power. 
 
Leader–member relationships thrive on the level of confidence and loyalty that the 
subordinates have for their leader. Followers who have good relations with their leader 
tend to have higher confidence and loyalties for their nurse leaders (Young-Ritchie, 
Spence & Wong, 2009). Task structure, on the other hand, is considered as ‘high’ or 
favourable when the task is described straightforwardly and is easy to perform. To 
simplify matters, Fiedler created four criteria to help nursing leaders in finding the right 
level of task structure: (1) objective clarity, or the degree to which the objective is 
understood by the subordinates; (2) the degree to which the decision can be validated, or 
the ability to recognise who is responsible for the task; (3) the multiplicity of goal paths, 
or the number of solutions available to complete a given task; and (4) the specificity of 
a solution, or the number of correct solutions available.  
 
The contingency model proposes that leader effectiveness depends on the interaction 
between the leader’s motivational disposition and the compatibility of the work 
environment. According to this model, task-oriented leaders perform more effectively in 
situations classified as very favourable or very unfavourable, while situations of 
moderate favourability are better suited for relations-oriented leaders (Fiedler, 1967, 
1971). This idea was supported by the findings of Miller, Butler and Cosentino (2004), 
who investigated the degree to which the knowledge of the followers’ motivational 
dispositions and of the situational favourability for follower influence could be used to 
predict follower effectiveness. This study on a sample of 108 male, junior personnel 
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indicated that, in accordance with Fiedler, relations-oriented followers performed better 
in moderately favourable situations, while task-oriented followers performed better in 
highly unfavourable situations. However, it was also found that the relations-oriented 
followers performed better in highly favourable conditions, which contrasted with 
Fiedler’s view. 
 
Knights and Willmott (1992) argued that “an abiding concern of [much] mainstream 
research has been to identify features of effective leadership behaviour in the possession 
of traits, in the selection of styles or in the conjunction of circumstances” (p. 764). This 
is evident from the overwhelming use of the trait approach, situational approach, 
contingency approach and, lately, new leadership approach, which focus predominantly 
on the transactional and transformational leadership of top leaders (Hamlin, 2005). 
 
3.2.2.4. Transformational Theory 
 
The development of the transformational leadership theory is attributed to James 
Macgregor Burns (Bolden et al., 2003). The theory was first introduced in 1978 and was 
later advanced by Bernard M. Bass in 1985. The transformational theory proposes that 
leaders can delegate tasks to be accomplished by others by motivating and inspiring 
their workers and followers. Burns (1978) originally used the term in reference to 
political leaders, but later extended it to other organisations as well (Bass & Riggio, 
2006). According to Burns, transforming leadership is a process in which leaders and 
followers cooperate to advance to a greater level of morale and motivation. The 
transforming approach creates significant change in the life of people and organisations. 
It is believed to have a profound effect on the employees by transforming their 
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perceptions as well as values and changing their expectations and aspirations. Unlike 
the transactional approach, it is not based on a ‘give and take’ relationship. Rather, it 
centres on the leader’s personality, traits and ability to make a change through example, 
articulation of an energising vision and provision of challenging goals. Transforming 
leaders are idealised in the sense that they are a moral exemplar of working towards the 
benefit of the team, organisation and/or community.  
 
Transformational leadership theory emphasises the interdependence of followers and 
leaders. As such, it has been particularly attractive to care-related fields such as nursing 
and teaching. According to Welford (2002) and Thyer (2003), the transformational style 
of leadership is the most favourable for clinical nursing, in both medical and surgical 
ward settings and is most suitable for empowering nurses (Sofarelli & Brown, 1998). 
The National Health Service (NHS) Confederation (1999) has declared that 
transformational leadership is best suited to the modern leadership of the NHS.  
 
Transformational leadership is seen as a process that changes and transforms individuals 
(Northouse, 2004). It involves emotions, motives, ethics, long-term goals and an 
exceptional form of influence that moves followers to accomplish more than is usually 
expected of them (Northouse, 2004). It incorporates both charismatic and visionary 
leadership, and involves setting directions, establishing a vision, developing people, 
organising and building relationships. According to Bennis and Nanus (1985), the 
deployment of transformational leadership requires vision, effective communication, 
trust and self-knowledge. For these reasons, transformational leadership has gained 
favour in the health-related literature, because it is related to the establishment of a 
vision and adaptation to change. 
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Bass (1985) extended the work of Burns (1978) by explaining the psychological 
mechanisms that underlie transforming and transactional leadership. Bass introduced 
the term ‘transformational’ in place of ‘transforming’ and added to the initial concepts 
of Burns (1978) to help to explain how transformational leadership could be measured 
and how it affects follower motivation and performance. The extent to which a leader is 
transformational is measured first, in terms of his/her influence on the followers. The 
followers of such a leader develop trust, admiration, loyalty and respect for the leader 
and because of the admirable qualities of the transformational leader, are willing to 
work harder than originally expected. These outcomes occur because the 
transformational leader offers followers something more than just working for self-gain. 
Transformational leaders provide followers with an inspiring mission and vision, and 
give them an identity. The leader transforms and motivates followers through his/her 
idealised influence (earlier referred to as charisma), intellectual stimulation and 
individual consideration. In addition, this leader encourages innovation and critical 
thinking among the followers to promote change in the environment towards improved 
organisational performance.  
 
Transformational leadership has already spread into all sectors of Western societies, 
including governmental organisations. The transformational theory assumes that there 
must be a good and lasting relationship between the followers and their leader whereby 
the followers admire the leader, as this assists in accomplishing the work and tasks. 
Bolden et al. (2003) confirmed that this theory focuses on the relationship between the 
leader and the followers. The former of which has a duty to inspire and encourage the 
latter into organisational performance. According to Bass and Riggio (2005), a 
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transformational leader is one who develops and sells visions to the followers and is a 
role model to them. The research discussed in this thesis mostly relates to the 
transformational theory. Therefore, it is discussed in detail in a later section, with 
particular reference to its application to the leadership styles utilised by nurse managers.  
 
3.2.2.5. Servant Leadership Theory 
 
Robert K. Greenleaf developed the servant leadership theory in the 1970s. Casida 
(2007) reported that this theory has been in active use since 1977. According to this 
theory, a leader should provide or meet the needs of their followers. In so doing, the 
workers and followers will be motivated to work and the organisation will meet its 
goals and obligations. Hence, the leader becomes a servant to the organisation and its 
followers. The characteristics of a servant leader include having good listening skills, 
being a keen observer, having the ability to understand the needs of the followers, being 
persuasive, having a vision and possessing stewardship abilities. In a hospital scenario, 
a nurse manager who utilises servant leadership should be very patient and understand 
the needs of each staff nurse. Once the nurse manager knows the needs of the followers, 
he/she can take steps to meet those needs. When those needs are met, the staff nurses 
will be motivated to meet the requirements of the job. 
 
The servant leadership theory has been claimed by some (Graham, 1991; Farling, Stone 
& Winston, 1999) to be similar to Burns’ (1978, p. 20) concept of transforming 
leadership, in that both approaches encourage leaders and followers to “raise one 
another to higher levels of motivation and morality”. However, servant leaders are 
conceptually distinct from Bass’s (1985) transformational leaders, with the former 
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showing a greater inclination than the latter towards serving marginalised people. 
Despite being supported by only anecdotal evidence, the strength of the servant 
leadership movement and its many links that encourage follower learning, growth and 
autonomy suggest that this untested theory will play a role in the future leadership of the 
learning organisation (Bowman, 1997; Bass, 2000). 
 
Ensuring the well-being of patients using best practice based on scientific evidence is 
the major responsibility of nursing care (Ring, Malcolm, Coull, Murphey-Black & 
Watterson, 2005). In view of the influence of nursing leadership in facilitating high 
quality nursing service, developing and evaluating different models for nursing 
leadership and management interventions is yet another challenge faced by the nursing 
profession (Alleyne & Jumma, 2007; Wong & Cummings, 2007). Thus, in addition to 
the theories discussed above, a number of possible models have been proposed for 
improving nursing leadership, such as mentoring, transactional, transformative, 
connective and renaissance relationships (Madison, 1994; Cook, 2001; Thyer, 2003; 
Kanste, Kyngas & Nikkila, 2007). Of these, the transformative leadership model is 
generally accepted to be more effective in communication and teambuilding than other 
leadership models (Sorensen, Iedema & Severinsson, 2008). 
 
3.3. Part Two: Review of Current Literature on Leadership Styles Applied in 
Nursing 
 
The importance of leadership in nursing, particularly in view of the rapidity within 
hospital work environments, has been stressed by researchers on the subject as well as 
by those engaged in the healthcare sector. As nursing leadership is an important factor 
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in staff nurses’ work performance, leadership style has also been found to affect several 
job-related aspects of nursing, thereby influencing overall job satisfaction, as will be 
discussed in detail in the following review of the current literature on nursing 
leadership. 
  
3.3.1. Search Strategy and Literature Sources 
 
A review of the literature was conducted to identify nursing leadership styles and their 
impact on leadership outcomes. The search commenced at the beginning of the study in 
2010 and remained ongoing until January 2014. All database searches were limited to 
studies conducted within the past 10 years (2004 to 2013). The researcher conducted a 
series of literature searches utilising the ProQuest, SCOPUS, PUBMED, CINHAL and 
ProQuest Nursing and Allied Health Science databases using the terms outlined in 
Table 3.2. Additional literature searches were conducted for each theme using the same 
four databases with terms relevant to each theme. These are provided in the relevant 
theme discussion section below. The table below presents a summary of the strategies 
used to update the search for literature relevant to nursing leadership styles using the 
search terms ‘leadership style’ AND ‘Nursing’ AND ‘Transformational’ AND ‘MLQ’ 
(see Table 3.2). 
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Table 3.2  
Leadership Style in Nursing 2004–2013 Search Summary 
Data Base  Search Terms/ Process 
 Leadership 
Style 
AND 
Nursing 
AND 
Transform-
ational 
AND 
MLQ 
Found to be 
Relevant to 
Study 
PROQUEST 5480 2711 263 14 10 
SCOPUS 4116 410 73 4 4 
PUBMED 800 247 49 3 3 
CINHAL 390 255 72 8 7 
PROQUEST 
(NURSING) 
15721 8293 966 18 17 
Total Number of Articles Found 41 
Less Removal of Duplicates - 13 
Included in the Review 28 
 
Three studies were identified with particular relevance to leadership styles in Saudi 
Arabia (Gallagher & Searle, 1985; Brown & Busman, 2003; Tumulty, 2001a). These 
were included even though they were more than 10 years old, to help to understand the 
phenomenon of leadership style within the Saudi Arabian cultural context. Together 
with the articles identified using the search outlined in Table 3.2, a total of 31 studies 
were included in the review (see Appendix I). 
 
3.3.2. Leadership and Management in Nursing 
 
Leadership has been studied in a variety of disciplinary fields from psychology, 
military, education, management to healthcare, and more recently in nursing 
(Cummings et al., 2010). As increasing demands are made on all organisations to 
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improve their performance, to anticipate change and develop new structures, effective 
leadership performance may be essential to ensure that change leads to increased 
effectiveness and efficiency (Erkutlu, 2008). Al-Hosis (2009) noted that the nursing 
profession has had leaders with great vision who worked relentlessly to achieve their 
visions for the profession, were skilful in extracting the best performance from their 
followers and dared to challenge any resistance on their path to success. Effective 
nursing leadership remains important into the future, as the profession faces mounting 
challenges.  
 
The current shortage of nurses has compounded the already difficult task of nurse 
recruitment and retention. These shortages are posited to have a significant impact on 
the closure of hospital beds and operating rooms, causing longer waiting lists for 
surgical procedures and prompting hospital department amalgamation (Institute of 
Medicine, 2004). An insufficient nursing workforce can endanger patients by 
preventing their access to necessary healthcare.  
 
A cross-sectional descriptive study conducted over the last two decades in the US 
identified several key hospital attributes that encourage the retention of nurses. Using a 
sample of 698 staff nurses working in 34 intensive care units in eight ‘magnet’ hospitals 
(that is, hospitals that attract and retain staff particularly well), it was found that the 
hospitals included in the study had lower nurse turnover rates and healthcare 
environments that supported professional nursing. The common characteristics of these 
‘magnet’ hospitals were categorised into three areas: professional practice, 
administration and professional development. Further, the important characteristics of 
nursing leaders were workplace visibility, supportive roles and nurse advocacies. This 
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study asserted that to retain more nurses, nurse managers must maintain supportive 
work environments (Schmalenberg & Kramer, 2007). 
  
Huston (2008) formulated the following essential nurse leader competencies, setting a 
target deadline for their accomplishment of 2020: 
(i) A global perspective or mindset regarding healthcare and professional 
nursing issues. (ii) Technology skills which facilitate mobility and 
portability of relationships, interactions, and operational processes. (iii) 
Expert decision-making skills rooted in empirical science. (iv) The ability to 
create organization cultures that permeate quality healthcare and 
patient/worker safety. (v) Understanding and appropriately intervening in 
political processes. (vi) Highly developed collaborative and team building 
skills. (vii) The ability to balance authenticity and performance 
expectations. (viii) Being able to envision and proactively adapt to a 
healthcare system characterized by rapid change and chaos (p. 1). 
 
Nurses become leaders following a number of career paths, often without formal 
training for nursing leadership or management. Indeed, nursing leadership and 
management are inevitable tasks in modern nursing practice and regardless of whether 
nurses plan to take on leadership roles, it is important for them to develop their 
leadership training abilities and skills (Millward & Bryan, 2005).  
 
Cummings et al. (2010) systematically reviewed 10 electronic databases for quantitative 
studies that examined leadership behaviours and outcomes for nurses and organisations. 
Among the key findings is the observation that leadership focused on task completion 
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alone is not sufficient to achieve optimum outcomes from the nursing workforce. The 
consensus from the review is that at both individual and organisational levels, the focus 
should be on developing transformational and relational leadership to enhance nurse 
satisfaction, retention and healthy work environments, particularly in situations of 
worsening nursing shortage.  
 
Unsurprisingly, a happy and content workforce in any organisation will yield better 
outcomes. Improvement in the quality of healthcare with a concurrent reduction in costs 
has been observed where nurse managers demonstrate effective leadership and 
management (Stanley, 2008). Shirey (2006) contended that the development and 
application of authentic leadership skills, in addition to having a positive impact on the 
nursing workforce, benefit the entire healthcare system and thus society as a whole. 
Nursing is a stressful profession with a high incidence of burnout, absenteeism and 
disability. This is more reason for attention to the creation of healthy work 
environments for nurses, and the maintenance of an adequate nursing workforce, 
especially at a time of global shortage of high quality nurses. Nurse leaders have a 
critical role to play in retaining competent nurses by moulding the setting of the 
healthcare practice to favour the desired outcome. Both staff nurses and nurse managers 
should be more aware of the conflicts between them and better trained to understand 
how these conflicts can be positively resolved (Zakari, Al Khamis & Hamadi, 2010).  
 
Further, intensive care unit structures that were supported by caring processes and 
health relationships translated into higher job satisfaction among staff nurses and were 
significantly associated with better quality healthcare for patients (Schmalenberg & 
Kramer, 2007).  
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3.3.3. Leadership Styles in Nursing 
 
Over the years, nursing experts have come to understand that there are, in fact, different 
ways or styles of leading people (O’Brien, 2011) and that the style of leadership affects 
a nurse’s sense of empowerment, work efficiency and job-related stress (Germain & 
Cummings, 2010). Although the present study is anchored in the transformational 
leadership theory, it is critical to understand that the context and purpose of this 
research venture is not limited to the tenets of Bass’s transformational leadership theory. 
To embrace the nursing discipline and become its proponent, an understanding of the 
history, culture and theoretical language of the knowledge and practice of nursing 
leadership is required (Meleis, 2011).  
 
Despite the variability in the attractiveness of any particular method, a few leadership 
styles have gained prominence as being timelessly valuable. A true transformational 
leader, in addition to having a solid background in, and understanding of, the different 
types of leadership styles and theories, must also possess the ability to integrate proven 
leadership strategies in real-life nursing scenarios. Current leadership theories and styles 
have been comprehensively reviewed in the nursing literature and in the most part have 
been found to support the importance of the transformational leadership style 
(Snodgrass, Douthitt, Ellis, Wade & Plemons, 2008; Casida, Crane, Walker & Wargo, 
2012).  
 
Within the framework of nursing leadership, three distinct paradigms are typically 
discussed as achieving the desired performance outcomes: the transformational, 
transactional and laissez-faire leadership styles. Casida and Parker (2011) defined the 
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transformational leader as an individual who “exhibits vision, charisma, risk taking, out-
of-the-box thinking, and an aptitude for motivating others while acting as a role model 
for the followers” (p. 478). From a seemingly contrary standpoint, transactional 
leadership involves the refocusing of managerial priorities on performance-based 
outcomes by applying verbal praise, financial incentives and public recognition (Casida 
& Parker, 2011). The third leadership style, laissez-faire, as defined by Skogstad, 
Einarsen, Torsheim, Saasland and Hetland (2007), is a form of management at arm’s 
length, whereby “the leader has more or less abdicated from the responsibilities or 
duties” (p. 77) that have been assigned. While both transformational and transactional 
leadership styles reflect an active amalgam of values, goals and priorities, laissez-faire 
leadership is likely to manifest in the form of inadequate direction, passive oversight 
and an abject lack of interest or focus on organisational improvement (Skogstad et al., 
2007).  
 
Based on the traditions of management and performance-based goal setting in 
organisational environments, transactional leadership involves the use of contractual 
obligations to ensure that performance outcomes are actualised (Casida & Parker, 
2011). Within the transactional leadership model, three primary elements are used to 
engage employees and encourage goal achievement: contingent rewards, management-
by-exception (active) and management-by-exception (passive) (Casida & Parker, 2011). 
Although goal-oriented, transformational leadership is an idealised paradigm, further 
explicated by several strategic dimensions including idealised (attributed and 
behavioural) influence, inspirational motivation, intellectual stimulation and 
individualised consideration (the 4-Is) (Casida & Parker, 2011). Although distinct from 
transactional practices, Reuvers, Van Engen, Vinkenburg and Wilson!Evered (2008) 
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contended that transformational leadership is an extension or revision of incentivised 
priorities according to the capabilities reflected in the 4-Is, enhancing subordinate 
respect and commitment to their leaders when applied effectively. Although less widely 
discussed, laissez-faire leadership is distinct from the other two paradigms because it 
reflects the absence of a purposeful interaction between the leader and the follower, 
whereby the manager inhibits decision-making and abdicates responsibility (Casida & 
Parker, 2011).  
 
For the nursing environment, effective leadership has far-reaching implications, 
impacting upon policies, practices and standards that have a direct influence on patient 
services and experiences (Cummings et al., 2010). Focusing on the multidimensional 
nature of leadership styles, Spinelli (2006) surveyed 150 subordinate managers and 
applied a descriptive correlational design to evaluate the relationship of leadership 
behaviours to subordinate managers’ perceived outcomes. He emphasised that a 
‘continuum’ of techniques and approaches is often employed, wherein those techniques 
that are active, goal-oriented and employee-centred are most likely to have a direct, 
positive effect on employee satisfaction and performance. This study has a limitation 
because only managers’ subordinates were surveyed, with the crucial perception of the 
manager ignored. It is thus important to conduct a study that compares the perceptions 
of both managers and their staff on the leadership styles practised by managers. 
 
Suliman (2009) explored the predominant leadership styles of nurse managers, reported 
through self-evaluation and staff nurses’ evaluation, and the impact of working in a 
multinational environment in the National Guard hospital in Saudi Arabia. The study 
sample included 31 nurse managers and 118 staff nurses, and utilised Bass and Avolio’s 
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(1995a) MLQ. The findings showed that both nurse managers and staff nurses reported 
transformational leadership as predominant with significant difference in favour of 
nurse managers. Participants’ nationality and intention to stay or quit affected their 
perception of transformational leadership as a predominant style. However, the small 
sample size and the use of non-probability sampling among nurse managers, as well as 
the high nonresponse rate among staff nurses and inclusion of only one setting, may 
limit the generalisability of these findings. From competency to strategy to application, 
the full spectrum pursuit of effective leadership may provide nurse managers with 
opportunities to excel and systematically enhance their team performance and service 
outputs (Spinelli, 2006; Suliman, 2009). By highlighting the core benefits and 
limitations of each predominate leadership styles, the following sections thoroughly 
discuss their applicability (or lack thereof) in the context of nursing management. 
 
3.3.3.1. Transformational Leadership in Nursing 
 
Much of the research in the field of nursing has focused on transformational leadership. 
As Casida and Parker (2011) contended, academics are actively pursuing a supportive 
and performance enhancing paradigm that is capable of encouraging innovative, goal-
oriented and effective employee behaviour. By definition, ‘transformational leaders 
inspire, energies, and intellectually stimulate their followers’, elevating the “interests of 
their employees above that of their own” (Snodgrass et al., 2008, p. 39). Salanova, 
Lorente, Chambel and Martínez (2011), in a cross-sectional study that examined the 
relation between supervisors’ transformational leadership and staff nurses’ extra-role 
performance as mediated by staff nurses’ self-efficacy and work engagement, found that 
transformational leaders establish a close, interpersonal dynamic with their employees, 
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building relationships through trust, openness and employee empowerment. Salanova et 
al. used convenience sampling and involved all the nurses (n=364) and their supervisors 
(n=17) working in a large Portuguese hospital. The final sample comprised 280 nurses 
and their 17 supervisors. It is as a direct result of this dynamic that Salanova et al. 
(2011) asserted that transformational leaders are able to maximise employee self-
efficacy and improve organisational performance and work-related effort. The main 
limitation of this study was that data were obtained from only one hospital.  
 
The explication of the 4-Is that serve as the core determinants of a transformational 
leadership approach has been addressed across many studies in the leadership field (e.g. 
Wylie & Gallagher, 2009; Casida & Parker, 2011), resulting in the following core 
definitions: 
• Idealised Influence: Socialised charisma of the leader, which enables a shift of 
follower self-interest towards the interest of the greater good. Emphasis is placed 
on admiration, respect and trust. 
• Inspirational Motivation: Provides meaning and challenge, displays enthusiasm 
and optimism, envisions an attractive future, clearly communicates expectations, 
demonstrates personal commitment to goals and shared visions. 
• Intellectual Stimulation: Questions assumptions, approaches problems in new 
and innovative ways, encourages creativity and new approaches, does not 
criticise new ideas. 
• Individualised Consideration: Recognises individuals’ need for achievement, 
creates new learning opportunities, accepts individual differences, listens 
effectively and encourages self-actualisation. 
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To evaluate the dimensions and characteristics of transformational leadership in 
practice, Snodgrass et al. (2008) administered the MLQ 5X-Short to a random sample of 
500 occupational therapist practitioners in Tennessee, US. Only 76 of them responded. 
Of these respondents, 86% were occupational therapists, 82% were female, 19% worked 
in a skilled nursing setting, 14% worked in school systems and 16% worked in an 
outpatient setting. Confirmatory factor analysis (CFA) was applied to nine sample 
groups to establish the reliability and validity of the survey instrument. Data analysis 
involved a Pearson correlation analysis of the MLQ responses to determine whether 
there were relationships between each of the three categories of leadership outcomes 
(extra effort, effectiveness and satisfaction) (Snodgrass et al., 2008). The findings 
revealed a significant, negative correlation between laissez-faire and management-by-
exception leadership attributes and all leadership outcomes. From a transactional 
standpoint, the contingent reward attribute was found to have a significant positive 
association with all leadership outcomes.  
 
Importantly, such findings confirm that transformational leadership is positively 
associated with extra effort, effectiveness and satisfaction, while transactional 
leadership results in negative affectation across all categories, with the exception of for 
contingent reward dynamics (Snodgrass et al., 2008). This survey was limited by the 
scope of the sample size, the diversity of the respondent population and the lack of 
comparative feedback (e.g., employee to leader) relative to both the transformational 
and transactional leadership styles.  
 
Strong positive relationships between the practice of transformational leadership by 
nurse managers and innovative work behaviour by the nurses under their supervision 
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have been reported in a range of healthcare facilities, including an Australian hospital 
(Reuvers et al., 2008), the hospital system in Saudi Arabia (Abualrub & Alghamdi, 
2012) and the US health system (Raup, 2008). Further support for these observations is 
provided by Cummings et al. (2010) and Germain and Cummings (2010), who, after 
reviewing an extensive volume of literature on the subject, recommended the 
development of the transformational and relational leadership styles as a means of 
enhancing nurses’ job satisfaction and retention. 
 
Casida et al. (2012) note that transformational leadership characteristics exhibited by 
nursing managers are paramount in shaping cultural traits that result in high 
performance outcomes. The finding of Andrews et al.’s (2012) study validates the view 
that transformational nurse leaders promote a heightened sense of commitment among 
followers. Developing committed nursing staff entails promoting and hiring individuals 
who demonstrate balanced leadership characteristics that are increasingly 
transformational rather than transactional.  
 
As such, it is crucial that charismatic nurse managers with high integrity, moral and 
ethical character and high risk-taking behaviours are employed, especially when 
scrutiny of unethical business practices, conflicts of interest and issues of corporate 
compliance are rampant. Andrews et al. (2012) also assert that nurse executives, in 
recruiting and retaining a committed workforce, offer competitive advantage to their 
organisations, foster healthy working environments and attain a personal sense of 
accomplishment and success.  
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3.3.3.2. Transactional Leadership in Nursing 
 
Although the broad spectrum of academic research in this field focuses on 
transformational leadership as the dominant dimension of effective employee support, 
transactional leadership remains an important complement, wherein researchers such as 
Gunther, Evans, Meffort and Coe (2007), Casida and Parker (2011), Casida et al. (2012) 
and Chaudhry and Husnain (2012) have identified significant benefits from more active 
transactional techniques. Within the transactional leadership paradigm, three primary 
techniques are employed in followers’ motivation and support. These have been defined 
by academics such as Gunther et al. (2007) and Casida and Parker (2011) as follows: 
• Contingent Reward: A leadership focus on material or psychosocial rewards, 
contingent upon employee fulfilment of explicit contractual obligations. 
• Management-by-exception (Active): Vigilant commitment to goal and standard 
actualisation by oversight and direction. 
• Management-by-exception (Passive): Post-deficit or non-compliance 
intervention to maintain goal pursuit. 
 
The distinction between transformational and transactional leadership in nursing 
management is an important focal point of leading academic studies (e.g., Zagorsek, 
Dimovski & Skerlavaj, 2009; Salanova et al., 2011). However, the net impact of this 
variation in leadership style is often neglected, generating the need for a more pragmatic 
study such as that of Zagorsek et al. (2009) to identify more tangible workplace 
outcomes. Specifically, the research was designed to investigate empirically the 
relationship between leadership and organisational learning, and to identify the extent of 
the transformational and transactional leadership styles’ influence on learning outcomes 
82 
 
 
(Zagorsek et al., 2009). The researchers utilised the MLQ to measure leadership styles, 
administering the MLQ instrument to a sample population of 753 individuals across a 
broad spectrum of organisations. The findings revealed that leadership (both 
transactional and transformational) affects all four constructs of organisational learning, 
directly influencing behavioural and cognitive changes during the learning process. 
Consistent with Snodgrass et al. (2008) and Casida and Parker (2011), the evidence 
suggests a strong correlation between contingent reward, transformational leadership 
and learning outcomes, suggesting an important stylistic association for leadership 
styles in nursing settings. 
 
McGuire and Kennerly (2006) note that both transactional and transformational 
leadership offer a framework for managers to develop their leadership knowledge and 
abilities further, providing the needed model in shaping staff commitment to the work 
environment. Effective leaders have been documented to balance transactional and 
transformational behaviours to create a leadership style that matches their followers’ 
needs (McGuire & Kennerly, 2006). The authors note that leaders that do this tend to be 
capable of helping followers to realise immense individual and organisational goals. 
According to McGuire and Kennerly (2006), followers who feel more involved and 
confident, portray a sense of belonging and have a common sense of direction shaping 
them into committed and loyal organisational employees. The degree of commitment 
among employees is reflected in their strong acceptance and high valuation of the 
organisation’s goals. As a result, employees elect to expend considerable effort on the 
organisation’s behalf and exhibit a strong desire to remain in the organisation.  
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3.3.3.3. Laissez-Faire Leadership in Nursing 
 
Few researchers have addressed the laissez-faire leadership style with the authority and 
directly critical initiative of Skogstad et al. (2007). The purpose of their research was to 
determine the impact (presumed to be inadequate) of the laissez-faire leadership on 
employee role conflict, co-worker conflict and role ambiguity in organisational settings. 
A heterogeneous sampling of 2,547 Norwegian employees was conducted, of which 
58% were employed in departments with fewer than 20 employees and 20% were 
superiors with personnel responsibilities. The MLQ was utilised to measure laissez-faire 
leadership behaviour, while measures of constructive leadership and employee-centred 
leadership were taken through a supplementary six-item scale. To assess role ambiguity 
and conflict, a six-item, seven-category scale was used, and the Bergen Conflict 
Inventory was incorporated to measure conflicts with co-workers. Through pathways 
modelling and correlation analyses, the researchers confirmed that laissez-faire 
leadership had an association with elevated levels of role conflict and ambiguity. 
Emphasising a cognitive gap between leader behaviour and employee expectations, 
Skogstad et al. (2007) declared that, while not an absence of leadership, laissez-faire 
styles tended to result in the non-fulfilment of legitimate expectations, potentially 
increasing role stress. Further, the results suggested that negative workplace interactions 
could lead to increased stressors and heightened role ambiguity, reducing employee 
satisfaction and communication frequency (Skogstad et al., 2007).  
 
In a similar study, Chaudhry and Husnain (2012) surveyed 278 respondents to explore 
the significance of passive, management-by-exception and laissez-faire leadership. 
Through a Pearson correlation of statistical evidence, this study suggested that 
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transactional leadership styles, including contingent reward, are much more effective 
than laissez-faire leadership for improving employee motivation and reducing turnover 
(Chaudhry & Husnain, 2012).  
 
Chen, Beck and Amos (2005) explored similar stylistic dimensions of leadership, 
revealing that nursing deans and directors in Taiwan were more likely to employ 
transformational leadership styles. However, in confirmation of Chaudhry and 
Husnain’s (2012) findings, contingent reward leadership was found most likely to have 
a motivational influence on subordinate behaviour (Chen et al., 2005). To explain this 
phenomenon further, Spinelli (2006) suggested that there is a direct benefit to active 
leadership styles, which have a necessary impact on subordinate perceptions of support, 
regardless of their overall satisfaction with the leadership style in general. One factor 
that is clear across all three studies is that the laissez-faire approach to leadership is 
inadequate when considering the scope of employee needs and expectations in highly 
socialised settings such as nursing. While neither Chaudhry and Husnain (2012) or 
Chen et al. (2005) adequately addressed the variations in their findings, it is clear that 
effective nursing leadership must involve a much more active foundation than laissez-
faire styles are able to provide. 
 
However, Rad and Yarmohammadian (2006) argue that the laissez-faire leadership style 
works effectively with motivated, self-directed and highly skilled employees with 
considerable years of experience. The authors point out that provision of feedback from 
laissez-faire leaders helps greatly in this type of leadership. However, as the authors 
note, the laissez-faire leadership style should not be used with employees who exhibit 
time management problems, are unmotivated or who lack skills and experience. Rad 
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and Yarmohammadian (2006) suggest that upon identifying that staff members are 
highly functional, laissez-faire leaders can step back and let employees handle their 
tasks. This allows for task delegation, which empowers staff members towards 
achieving their individual goals.  
 
3.3.3.4. Effective Leadership in Nursing 
 
Based on a review of the recent research related to nursing management effects on work 
environment, Tomey (2009) concluded that the majority of nurse managers serve as 
strong advocates for staff, facing personal and professional risks to support and 
maintain healthy working environments and the well-being of the personnel they 
manage. This general interpretation of the nurse leader describes multidimensional 
responsibilities, which range from professionalism and moderation to education and 
support to community outreach and patient care (Tomey, 2009). Yet in spite of such 
efforts, organisational factors including bureaucracy, hierarchy and authoritarianism 
may inhibit the leader’s abilities and result in staff dissatisfaction and turnover. 
Focusing on a singular study of nursing skill sets and competencies published nearly 
two decades ago, Tomey (2009) endeavoured to synthesise these findings, identifying 
the role, style and competencies of effective nursing leaders. Focusing on more explicit 
influences of managerial style, Zampieron, Spanio, Bernardi, Milan and Buja (2013), 
from a cross-sectional descriptive study of 21 nurse managers and 502 of their 
subordinates in an Italian hospital setting, identified specific outcomes. These included 
nurses’ acceptance of change and motivation towards achieving established goals and 
provision of a high quality of care when managers provide a preferred style of 
leadership. While Tomey (2009) incorporated a range of personality and character traits 
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into the scope of leader responsibilities, Zampieron et al. (2013) contended that 
prototypical leadership is stylistic in nature and that the actualisation of effective 
outcomes is dependent upon the correlation between employee expectations and 
leadership outcomes. 
 
The relative importance of effective leadership in nursing is purported by Andrews et al. 
(2012) to influence employee motivation, working relationships and overall job 
satisfaction directly. However, the researchers claimed that it is inaccurate to assume 
that transformational leadership will be sufficient to manifest effectiveness. Instead, 
academics are compelled to consider the affectation and satisfaction of the staff with the 
leadership styles in question (Andrews et al., 2012). In fact, through a critical 
comparison of 16 leaders’ and 179 followers’ ratings of leadership style, using the 
MLQ, Andrews et al. (2012) determined that there was a considerable difference 
between the supervisors and subordinates on how they perceived the managers’ 
leadership style. When managers thought their style was transformational, their 
subordinates did not agree. The greater the discrepancy between the two groups, the 
greater was the level of job dissatisfaction.  
 
In an alternate quantitative study conducted by Erkutlu (2008), similar variations in 
perceptual outcomes were recorded between 60 leaders and 662 subordinates using the 
MLQ to examine the influence of leadership behaviours on both organisational and 
leader effectiveness. The research result showed significant relations between leadership 
behaviours and both organisational and leadership effectiveness. The findings support 
the suggestion in the literature that transformational leadership behaviours stimulate 
organisational commitment and job satisfaction. Such findings suggest that inaccurate 
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perceptions of effectiveness may be damaging to the leader–subordinate relationship, a 
burden of self-responsibility of which many nursing managers may not be aware.  
 
To further evaluate the leadership styles that are preferred by nursing practitioners, 
Zampieron et al. (2013) administered a three domain (change, production, employee 
relations), quantitative, Likert-scale leadership questionnaire with a total of 523 nurses 
(n=406), nurse managers (n=21) and assistants (n=96). A high response rate (73.0%) 
resulted in 382 returned questionnaires, with the highest participation rate (90.6%) 
among the assistants. Across the first two domains (production and change), there was 
no difference in leadership style preferences. However, there was a higher degree of 
subordinate support for styles supporting employee relationships. Importantly, the 
researchers determined that the styles preferred by nurse managers always scored higher 
than the leadership styles that they actually adopted, indicating a potential inconsistency 
in ideals versus practice in the workplace. Summary results of this study suggest that, 
while there is a preferred leadership style ‘imprinted’ upon managers and subordinates 
by training institutions, subordinates were more likely to prefer styles oriented towards 
employee relations and production, highlighting the importance of social leadership and 
employee–leader engagement in the workplace (Zampieron et al., 2013). Although the 
Zampieron et al. (2013) study provides a valuable starting point for stylistic critiques 
and analyses, the research itself is constrained by the three-domain focus of the 
surveying instrument, the lack of direct comparability between leader and subordinate 
impressions and a failure to distinguish between stylistic decisions and workplace 
performance outcomes. 
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In a study by Voon, Lo, Ngui and Ayob (2011), the effect of leadership styles on 
productivity was examined, with the findings revealing that staff nurses are influenced 
by the practices of their leaders. The study also found that the behaviours these leaders 
utilised could influence employee outcomes and their effectiveness. Leaders must thus 
serve as models through direct actions and involvement, with clear guiding principles, 
to earn the right and respect to lead. Voon et al. (2011) posit that nurse leaders can 
achieve this by setting clear goals and acting as examples. Nurse leaders can also inspire 
shared visions by inspiring commitment. Inspiring shared visions involves gathering 
support and the staff’s visions, hopes and values.  
 
Before the transformational leadership theory was introduced, most organisational 
leaders perceived the transactional leadership style as the most effective style (Salanova 
et al., 2011). The transactional leadership style has been defined as the process in which 
leaders have expectations on followers to perform services in return for payment and 
fulfilled demands. Transactional leaders set goals, reward employees to re-enforce 
employee behaviour and give directions to meet or exceed the established goals. 
Transactional leaders utilise contingent reward approaches to clarify their expectations, 
and provide recognition only upon the achievement of goals. The transactional style 
also requires the intervention of leaders, particularly when problems occur and the 
active monitoring of followers by leaders to ascertain whether standards are being met 
(Salanova et al., 2011). Contingent reward is a key transactional leadership outcome 
that greatly focuses on rewards to employees for their work, in turn enhancing job 
clarity, improving performance and increasing staff job satisfaction. Transformational 
leaders also use the management-by-exception (active) style, which involves the 
specification of performance standards and the punishment of followers who do not 
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comply with these standards. Further, they exhibited laissez-faire or passive avoidance 
behaviours by taking action only after problems arise (Salanova et al., 2011). 
 
According to Negussie and Demissie (2013), followers respect and admire leaders using 
idealised influence styles, to the extent that they want to imitate them. In this 
transformational leadership style, the needs of followers come first, with leaders 
inspirationally motivating their followers to provide meaning and challenge to their 
work. Leaders implementing intellectual stimulation stimulate followers towards being 
creative and innovative by involving them in problem solving. For individualised 
consideration, leaders consider their followers’ differences and mentor them towards 
achieving professional growth (Ahmad et al., 2013).  
 
Vesterinen, Suhonen, Isola and Paasivaara (2012) note that the styles leaders choose to 
implement are based on their preferences, values, beliefs and organisational cultures and 
norms. As Failla and Stichler (2008) and Weberg (2010) assert, transformational work 
environments in nursing have a correlation with employees who are engaged and 
empowered, leading to increased nurse retention, heightened nurse self-efficacy and 
improved job satisfaction. These authors also associate transformational leadership with 
effective management of patient care quality, elevated patient satisfaction and effective 
knowledge management.  
 
According to Vesterinen et al. (2012), transformational leadership behaviours displayed 
by nurse managers are critically consistent with superior performance and 
organisational effectiveness. Typically, the authors note that transformational leaders 
exhibit vision, risk-taking, an aptitude for motivating followers, innovative thinking, 
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charisma and the capacity to act as mentors or role models to followers. The study 
findings of Vesterinen et al. (2012) show that nursing managers utilising 
transformational leadership shape the culture of nursing units by successfully 
manifesting trust, autonomy, organisational commitment, collaboration and shared 
governance.  
 
Where the leadership of healthcare managers is effective, nursing staff feel that their 
ideas and thoughts are important. In addition, nurse leaders using more open formal and 
informal feedback channels foster the achievement of work goals and aid in building 
relationships and developing subordinates’ autonomy. Nurse leaders exhibiting 
leadership styles that inform, support and encourage staff reap the benefits associated 
with quality patient care and a positive workplace culture. As such, healthcare 
organisations should screen for leadership skills conducive to promoting strong staff 
performance and quality patient outcomes. 
 
3.3.4. Nursing Leadership and Staff Satisfaction  
 
Given that human resources are the most important factor in the delivery of healthcare, 
healthcare organisations need their employees and managers to exert extra effort and 
demonstrate commitment, in order to attain organisational goals effectively (Abualrub 
& Alghamdi, 2012). Nursing managers have an obligation to create environments that 
favour and motivate nurses. Further, nursing managers have a responsibility for nurse 
retention after recruitment. Chen and Baron (2006) assert that the leadership styles 
exhibited by nursing leaders are a significant contributing factor in the decision of 
nurses to stay in their current positions, transfer or seek employment elsewhere, or 
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completely desert the nursing profession. However, although the behavioural intentions 
of nurses to stay or leave gained significant attention in the 1980s, more recently there 
has been an absence of literature addressing this issue for the nursing profession (Chen 
& Baron, 2006).  
 
Nurses’ job satisfaction is an important concept for nursing administrators. Abualrub 
and Alghamdi (2012) define job satisfaction as the degree of positive affect expressed 
towards the components of a job or the job itself. Satisfied nurses have an increased 
likelihood to stay in the nursing profession and in the organisations that provide them 
with satisfaction. As Abualrub and Alghamdi (2012) report, the current worldwide 
nursing shortage has generated a great interest in nurse retention. The implication for 
nurse administrators is that they must examine the factors that enhance nurse retention 
and satisfaction. Alhazemi, Rees and Hossain (2013) indicate that an increase in nurse 
satisfaction positively affects the quality of care provided, given that commitment to 
patients and the organisation is also enhanced. The study of nurse satisfaction is 
significant because nurses are front-line healthcare providers, spending more time and 
effort with patients as compared to other healthcare professionals. 
 
Raup (2008) found that the transformational leadership style was preferred in hospital 
settings over the transactional leadership style, with managers that exhibited 
transformational characteristics reporting more satisfied staff nurses. A descriptive 
correlational design study on Saudi nurses by Abualrub and Alghamdi (2012) to 
investigate the impact of various leadership styles on nurse satisfaction and intent to 
stay revealed that nurses showed increased satisfaction with leaders that demonstrated 
transformational leadership styles.  
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Riaz and Haider (2010) note that interest in leadership styles and their impacts on 
organisations and work effectiveness is not new. In 2008, the American Nurses 
Credentialing Centre (Riaz & Haider, 2010) reinforced the recommendation that 
transformational leadership was a key element in the efforts by nurse leaders to address 
deficiencies in the workplace. The American Nurses Credentialing Centre also revised 
its model to identify transformational leadership as a necessary component in 
recognising nursing excellence among organisations. Increasingly, recent studies have 
identified transformational leadership as critical in creating work environments 
supportive of staff empowerment and improved patient care quality (Riaz & Haider, 
2010). The importance of effective leadership to staff and organisations is thus apparent 
and cannot be understated.  
 
Studies by Germain and Cummings (2010) and Kocoloski (2010) determined that 
nursing leadership influenced staff’s perception of motivation to perform through 
leadership practices that mentor, guide and coach, foster autonomy, provide resources 
and build relationships. These leadership attributes show a direct relation to intent to 
stay and nurse job satisfaction. Empirical studies have demonstrated that the staff nurse 
and nurse leader relationship affects the ability to promote autonomy in work 
environments, determines resource accessibility aimed at improving nurse performance 
and plays an important role in nurse retention (Germain and Cummings, 2010). 
Although less is known of the linkages between specific leadership practices and staff 
satisfaction with leadership, Germain and Cummings (2010) found the transformational 
leadership style to be a predictor of nurse discernment of satisfaction with leadership 
and the belief of effective leaders putting forth extra effort. The challenge for nurse 
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leaders thus lies in determining whether their followers are interpreting the behaviours 
they exhibit. 
 
Casida and Parker (2011) note that staff nurses in units with transformational leaders are 
empowered towards meeting the hospital’s mission and making a significant impact on 
both the organisation’s bottom line and financial health through the promotion of staff 
satisfaction and the encouragement of innovative practices and organisational 
commitment. According to Casida and Parker (2011), transactional leadership 
complements and enhances the leadership outcomes of transformational leadership. To 
motivate employees, strategies such as financial incentives, public recognition and 
verbal praise are aligned to contingent rewards. Casida and Parker (2011) note that 
novice nurse managers are more comfortable with transformational leadership, and that, 
while expert nurse managers frequently utilise transformational leadership, they are 
more versatile, often using leadership styles to suit specific circumstances.  
 
Laissez-faire is a non-interventional leadership style that lacks a purposeful interaction 
between leaders and followers. The leader avoids making decisions, does not utilise 
his/her authority and abdicates responsibility (Casida & Parker, 2011). While nurse 
managers exhibiting this style of leadership are sometimes considered weak and 
ineffectual, effective use of the leadership style would identify problems and allow staff 
to innovate or implement a solution. This would provide greater accountability for 
improvement or change in healthcare settings, possibly increasing the chances of job 
satisfaction among staff members.  
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The study by Abualrub and Alghamdi (2012) shows that, whereas the transformational 
leadership style enhances job satisfaction levels among nurses, transactional leadership 
styles influence job satisfaction among nurses negatively. The results of this study 
support empirical findings indicating that the transactional leadership style is the 
weakest indicator of job satisfaction among nurses. The implication is that nurse 
managers should be equipped with transformational leadership skills.   
 
A non-experimental correlation design study by Nebiat and Demmisie (2013) on the 
relationship between nurse managers and job satisfaction among nurses also revealed 
that nurses are more satisfied with transformational leadership as compared to 
transactional leadership. As a result, the study recommended utilisation of the 
transformational leadership styles to increase job satisfaction. A similar study by Rad 
and Yarmohammadian (2006) revealed that although job satisfaction depends on 
managers’ leadership styles, the best leadership style should be selected according to 
employees’ organisational maturity and the organisational culture.  
 
3.3.5. Leadership Style and Staff Extra Effort 
 
Emphasising the impact factors linking leadership to employee effort, Salanova et al. 
(2011) introduced the social cognitive theory as a key determinant and predictor of 
employee behaviour. The contention of this theory relies upon a combined effect, 
whereby employees are influenced by personal and contextual resources and motivation 
(Salanova et al., 2011). More importantly, however, social cognitive theory predicates 
self-efficacy, manifesting in the form of intrinsic motivation that stimulates engagement 
and performance in the workplace. These authors determined that transformational 
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leadership is an important source of self-efficacy, which is directly correlated to 
motivational processes. As a result, they concluded that work engagement mediates the 
relationship between transformational leadership, self-efficacy and extra role 
performance. Such findings are significant, as evidence suggests that leader–employee 
relationships and effective transformational leadership can catalyse additional 
workplace effort, directly benefitting the organisation.  
 
Similarly, Cummings et al. (2010) documented evidence of numerous forms of 
leadership and their differential effects on the nursing workforce and work environment. 
Leadership focused on task completion alone was not adequate to achieve optimum 
outcomes for the nursing workforce. Efforts by organisations and individuals to 
encourage and develop transformational and relational leadership are needed to improve 
nurse satisfaction, recruitment, retention and work environment health, particularly 
amidst the current and worsening nursing shortage. 
 
Subordinate perceptions are an important determinant of leadership effectiveness, 
particularly in nursing environments in which variations between self-perceptions and 
employee perceptions may lead to discontinuity. Firestone (2010), for example, 
conducted an empirical evaluation of chairpersons in an allied health program to 
determine whether there were variations between leader and employee perceptions of 
leadership factors and actual organisational outcomes. To conduct this research, the 
MLQ 5X-Short survey was administered to 138 chairpersons (65.8% of whom were 
female) and 327 faculty members (70.8% of whom were female). Findings were 
grouped and then analysed using independent sample t-tests to compare the means of 
the respondent groups across the nine leadership factors of the MLQ. Further, Pearson’s 
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correlations were calculated to measure the association among the mean scores across 
transformational, transactional and laissez-faire leadership styles (Firestone, 2010). 
There was a clear distinction between the respondent groups, with the mean scores for 
self-perceptions of leadership being higher among chairpersons than among their 
subordinates. In spite of this variance, there was a unified perception of the dominant 
leadership style as transformational, despite chairpersons being more positively oriented 
towards their leadership performance across all categories (Firestone, 2010). One of the 
primary limitations of this study was that there was no direct comparison of chairperson 
and subordinate responses, as the researchers chose to focus on group membership 
rather than work experiences. 
 
3.3.6. Perceptions of Staff concerning Leaders and Leader Characteristics 
 
Emotional intelligence and empathy in nursing leadership are two important areas that 
have received limited research attention. In one of the rare reported studies, Gunther et 
al. (2007) evaluated whether there is a singular leadership style that is valued by 
managers that can be related to empathy. In a survey of 178 nursing students, the 
authors measured the cognitive and affective dimensions of empathy by employing the 
Hogan Empathy Scale and the Emotional Empathy Tendency Scale and related the 
outcomes with survey results from the MLQ 5X-Short. This relatively minor study 
revealed a progression in leadership competency with the transition from junior to 
senior leader roles, with a tendency to greater application of leadership through 
transformational techniques (Gunther et al., 2007). Further, the researchers determined 
that those students with higher scores in relation to transformational leadership scored 
higher on the empathy scale, suggesting that their emotional intelligence was also 
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higher (Gunther et al., 2007). However, these results cannot be generalised, as they were 
based on a small sample (n=178) of university students rather than on nursing 
professionals.  
 
In a related study, Skinner and Spurgeon (2005) examined the relationship between 
health managers’ self-assessed empathy, their leadership behaviours and staff’s personal 
ratings on a range of job satisfaction and related outcomes. The study involved 96 
middle and senior level health managers and 563 subordinates, and used the MLQ, 
empathy scale and organisational commitment scale tools. Skinner and Spurgeon found 
that leadership behaviour, rather than individual traits such as empathy, was the most 
significant factor influencing leadership effectiveness. 
 
With regard to the nursing profession, factors such as employee retention (Abualrub & 
Alghamdi, 2012) and employee burnout (Kanste, 2008) have a direct influence on the 
performance, consistency and patient satisfaction rate of modern institutions. To 
critically evaluate the role played by leadership in improving the nursing experience and 
preventing burnout and attrition, Kanste (2008) administered the MLQ 5X-Short in 
concert with a Maslach burnout inventory to nurses across six different healthcare-
related organisations. The feedback from the 627 respondents, of whom 94% were 
female, was then analysed via Pearson product moment correlation to predict the 
relationship between leadership style and burnout likelihood. Dimensions of 
transactional leadership such as management-by-exception (active and passive) were 
found to have a negative influence on nurse satisfaction and to contribute to the 
likelihood of burnout. Conversely, transformational leadership and contingent reward 
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leadership were positively associated with personal accomplishment and negatively 
associated with emotional exhaustion (Kanste, 2008).  
 
Distinct from studies such as that of Gunther et al. (2007) that only focused on a small 
cross-section of respondents, the Kanste (2008) survey of Finnish nurses included 200 
respondents from universities, 150 from hospitals, 100 from psychiatric wards and 100 
other medical facilities, thus providing an overview of a broader range of experiences. 
Kanste concluded that nursing leadership is both positively and negatively associated 
with burnout among nursing personnel. Such findings were confirmed by Raup (2008) 
in a much smaller sampling of nurse practitioners (n=30) and managers (n=15) using the 
MLQ. This study revealed that the leadership style predominantly in use by 12 out of 15 
(80%) emergency department nurse managers was transformational. Moreover, even 
with the small sample size (n=15), hospitals in which emergency department nurse 
managers used more transformational leadership styles reflected a trend towards lower 
nurse turnover rates and thus higher staff nurse retention than did hospitals in which 
emergency department nurse managers used more non-transformational leadership 
styles. Thus, the recommended improvements in personalisation and subordinate-
focused leadership styles (e.g., transformational) proposed by both Kanste (2008) and 
Raup (2008) serve to indicate the opportunities afforded by these leadership strategies 
in the nursing industry. 
 
The influence of various demographic factors and organisation-dependent variables on 
nurses’ perception of their managers’ leadership was the subject of interest of the study 
by Casida et al. (2012). Data were obtained from 278 full-time nurses using the MLQ 
5X and the Denison Organisational Culture Survey tools. The results revealed that the 
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nurses with baccalaureate or higher-level qualifications viewed their managers’ 
leadership differently than did those nurses with diploma-level education. It was also 
found that the portrayal of transformational leadership behaviours by the managers were 
paramount in shaping the culture traits linked to high performance by the nurses. 
Another study along the same lines was reported by Al-Hussami (2009) and involved a 
sample of 60 nurses attached to four nursing homes in the southeastern US. Here, the 
author used the Organisational Commitment Questionnaire as a tool to determine the 
relationship between the four predictors (job satisfaction, perceived organisational 
support, transformational leadership and level of education) and the degree of nurses’ 
commitment to the organisation. All four predictors were found to be positively 
correlated with organisational commitment, job satisfaction and perceived 
organisational support, showing a relatively large impact. However, this study’s small 
sample size was a major limitation. 
 
Casida and Pinto-Zipp (2008) explored the relationship between nurse managers’ 
leadership style and the organisational culture of nursing units in a hospital in New 
Jersey, US. The survey, using the MLQ 5X, was carried out on 37 nurse managers and 
100 staff nurses. Results of this study also suggested that the transformational 
leadership style is more likely to be related to an effective nursing unit culture, with 
more favourable trends in mission, adaptability, involvement and consistency. However, 
it is important to restrict the interpretation on these findings to an identified association 
rather than causation. This study was designed to determine the relationship between 
two variables, not to identify causality. 
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A number of survey-based studies with the aim of ascertaining staff perceptions of 
managers’ leadership style and how this influences nurses’ job satisfaction, desire to 
remain on the job and overall work commitment have been reported in recent years 
(Failla & Stichler, 2008; McGuire & Kennerly, 2006; Kleinman, 2004). However, 
considering that surveys are not always objective, the universal applicability of the 
results returned by these studies may be questionable. For example, the observed 
disagreements in some studies between the managers’ perceptions and those of the staff 
nurses on managers’ leadership styles (Andrews et al., 2012) highlights one problem in 
the interpretation of survey results. Nonetheless, the sheer volume of published work on 
the subject matter indicating a certain trend does provide the basis for the conclusion 
that effective, predominately transformational leadership in nursing is associated with 
improved employee retention (Gunther, 2007), lower employee burnout (Kanste, 2008) 
and heightened job satisfaction and performance (Raup, 2008; Cummings et al., 2010). 
In fact, Cummings et al. (2010) asserted that it is the informal, task-oriented nature of 
laissez-faire and transactional leadership styles that directly inhibits the motivational 
and satisfaction-based benefits that can be attributed to transformational leadership 
styles. It is the relationship between leaders and subordinates that researchers such as 
Germain and Cummings (2010) and Casida et al. (2012) continue to recognise as a 
cognitive bridge, creating a culture of support and exchange, whereby employees feel 
motivated to perform. Germain and Cummings (2010) suggested that effective working 
relationships allow subordinates to build confidence in their leadership, opening 
communication channels and thereby remedying many of the constraint-based problems 
and dissonance that arise in nursing environments. From autonomy to empowerment, 
the relational approach to leadership in nursing has important motivational outcomes 
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and influences that can be strategically applied throughout varying scenarios to enhance 
the overall performance of a multifunctional team (Germain & Cummings, 2010).  
 
3.3.7. Leadership Styles in Nursing Education 
 
Chen and Baron (2006) were interested in exploring the leadership styles adopted at 
institutions of nursing education. They administered a modified, Chinese MLQ 5X to 
full-time nursing faculty across nine nursing schools in Taiwan. Of the 244 eligible 
participants, 175 responded, of whom 85.7% and 60.6% were female or aged between 
31 and 40, respectively. In addition to the MLQ, the Minnesota Satisfaction 
Questionnaire was used to measure job satisfaction levels using a 5-point Likert scale 
across 20 unique items. Through a statistical analysis of these findings, analysis of 
variance (ANOVA) and bivariate correlations were calculated to determine the 
relationship between leadership style and subordinate satisfaction. The results revealed 
an employee-reported perception that leaders more frequently practised transformational 
leadership (Chen & Baron, 2006). The authors also observed a distinct gender bias in 
leadership practices, whereby female leaders were more likely to display 
transformational leadership, embracing a ‘power with’ rather than a ‘power over’ 
standard of leadership (Chen & Baron, 2006). From a satisfaction perspective, the 
majority of those surveyed reported moderate satisfaction with their jobs, and there was 
a clear distinction in the satisfaction outcomes, whereby transformational, idealised 
leadership had a direct, positive influence on satisfaction, while laissez-faire leadership 
was negatively associated with subordinate satisfaction (Chen & Baron, 2006).  
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A similar study in Shanghai, China by Chen, Chen and Chen (2010) sought to examine 
the demography of a group of individuals to determine the effect of gender and 
education level among other factors on the latent variables of transformational and 
transactional leadership styles, trust, job satisfaction, organisational commitment and 
turnover intention. Of the 150 respondents, 147 completed the study. Of these 147, 
approximately 71% were male and 29% were female. In addition, 28% completed 
leader questionnaire surveys and the remaining 72% completed subordinate rater 
surveys. Study finding indicated that level of education has an impact on subordinate 
job satisfaction for both transformational leadership and transactional leadership 
relations. In addition, undergraduate and graduate levels of education affect trust 
relations with subordinate job satisfaction. Therefore, leadership style and trust lead to 
differences in job satisfaction, and these different expectations vary with level of 
education. A limitation of this study is that only two leadership styles were examined. 
The relation with these factors of laissez-faire leadership was not measured in the study. 
 
Aarons (2006) explored the association between leadership and mental health providers’ 
attitudes towards adopting evidence-based practice in San Diego County, California. 
Public sector mental health service clinicians and case managers were surveyed using 
the MLQ and the Evidence-Based Practice Attitude Scale. The study revealed that both 
transformational and transactional leadership styles were positively associated with 
providers’ having more positive attitudes towards the adoption of evidence-based 
practice and transformational leadership was negatively associated with providers’ 
perception of difference between the providers’ current practice and evidence-based 
practice. However, this study has some limitations, as the researcher assessed providers’ 
attitudes rather than the actual uptake of evidence-based practices. A leader’s attitude 
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towards evidence-based practice may influence staff attitudes, and leaders’ attitudes 
were not assessed in this study. Further, this is a cohort study, which means that, 
although it is intuitively appealing to suggest that supervisor leadership precedes staff 
attitudes, this inference is not warranted based on the correlational nature of this study. 
Finally, this study involved public sector mental health providers and results may not be 
applicable to other contexts or provider groups. 
 
3.3.8. Nursing Leadership Studies in Saudi Arabia 
 
Gallagher and Searle (1985) alluded to the significance of social and cultural factors in 
shaping the health system in Saudi Arabia. It is 28 years since that observation was 
made, but in many respects, little has changed. Cultural and social factors are still 
powerful forces in the healthcare system, and as Brown and Busman (2003) observed, 
the Saudi healthcare system is run and managed by physician-centred staff who give the 
impression of being authoritative rather than collaborative. Consequently, there might 
be an indirect influence by those physicians on nurse leaders and managers on how the 
latter should implement their managerial strategies.  
 
Tumulty (2001a) conducted a collaborative research project using a framework based 
on the 11 management functions as defined by the World Health Organisation, to 
determine the educational needs of directors of nursing at MoH hospitals in Saudi 
Arabia. The survey was responded to by 100 directors (n=176, response rate = 57%) of 
whom 35 were Saudi. The second largest number of nursing directors was from the 
Philippines (n=24), followed by England (n=11), India (n=5), Egypt (n=4) and Pakistan 
(n=2). Only two directors of nursing came from North America, one each from the US 
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and Canada. The remaining 17 participants each came from a different country, with the 
final sample thus representing 25 different countries. The results showed that these 
nurse administrators were assigned the responsibility of leading large, multicultural 
nursing departments, despite only a few of them having had any formal training in 
management or leadership. Indeed, when asked about their preferences for study 
courses, nursing management and leadership training was the number one request. 
Tumulty (2001a) observed that in most healthcare facilities in Saudi Arabia, the director 
of nursing reports to the hospital directors who are mostly physicians known for their 
bureaucratic and hierarchical style of management. Since the nursing department has to 
depend on the hospital director for budgetary allocations, autonomy and creativity 
among nurses may be limited. 
 
To evaluate the impact of leadership styles on nurse satisfaction and retention in Saudi 
Arabia, Abualrub and Alghamdi (2012) conducted an empirical survey of registered 
nurses across six Saudi hospitals. This convenience sample returned a total of 308 
(51.3%) registered nurses, of whom 71% were aged between 20 and 29. Further, 56% 
were female, and 52% were qualified with a diploma in Nursing. The MLQ 5X was 
employed as the primary measure of leadership styles, while the job satisfaction survey 
and the McCain’s intent to stay scale represented dependent scales to evaluate the 
impact of leadership style on employee experiences (Abualrub & Alghamdi, 2012). 
Pearson’s correlation analysis was used to test correlations between variables and 
subsequent hierarchical regression analysis served as a determinant of associative 
variability. Based on this analysis, Abualrub and Alghamdi (2012) concluded that 
transformational leadership enhances nurses’ job satisfaction levels, particularly in areas 
of development, fair treatment and effective communication. Further, transactional 
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leadership styles were negatively associated with job satisfaction, indicating a 
preference of nurse practitioners in Saudi Arabia for transformational leadership. This 
study was limited by the convenience sampling technique used with just six public 
hospitals in Saudi Arabia. Further, it failed to directly compare leader and subordinate 
perceptions of leadership style, which might have revealed inconsistencies or 
misinterpretations between the groups. 
 
For hospitals, nurse managers represent an essential, strategic, inimitable resource that, 
as reflected by Al-Hosis et al. (2012), can be difficult to source due to the unique skill 
sets, competencies and experience that need to be satisfied. One area of particular 
concern in Middle Eastern hospitals is succession planning, which is directly tied to 
socio-cultural, educational and industry barriers that constrain the sourcing of adequate 
leader resources (Al-Hosis et al., 2012). In Saudi Arabia in particular, Al-Hosis et al. 
(2012) recognised that culture is a key determinant of nurse availability in the 
workplace: high power distance, high masculinity and high collectivism all influence 
leader behaviour and employment priorities. To evaluate this phenomenon empirically, 
Al-Hosis et al. (2012) employed a mixed methods approach, administering a 
quantitative and qualitative survey distributed to 449 front line and middle nursing 
managers at seven hospitals. Questionnaires (n=245) were returned with a reported 55% 
response rate, and the sample comprised a lower number of Saudi citizens at 4.5%, 
compared to 95.5% expatriates. Thus, clear demographic variances were evident in the 
sampling outcomes. Importantly, a large percentage of these respondents indicated that 
succession planning was typically limited to senior positions, exempting front and 
middle management from direct consideration for leadership roles (Al-Hosis et al., 
2012). Throughout the qualitative feedback, there was cautious suggestion regarding an 
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ongoing need for succession planning in Saudi Arabian nursing leadership, emphasising 
the inherent value of high quality people who are groomed and prepared to fill 
vacancies through continuing professional development, active recruiting, motivation 
and encouragement, and teamwork (Al-Hosis et al., 2012). However, these findings are 
limited by the high ratio of expatriate to Saudi nurse leaders in the sample, and 
inconsistencies or inadequacies in the questionnaire may have affected respondent 
understanding. 
 
Gunther et al. (2007), Kanste (2008) and Raup (2008) have directly correlated 
transformational leadership with higher employee satisfaction, lower levels of 
emotional stress and lower levels of employee turnover. Salem, Moursy, Gemeay and 
Putri (2012) refocused such research on Saudi Arabian nursing students, attempting to 
critically evaluate the relationship between leadership style, empathy and emotional 
intelligence. A descriptive correlation study was used, focusing on the results of the 
MLQ, the Hogan Empathy Scale, and the Emotional Empathy Tendency Scale, 
administered to 29 junior and 30 senior students at the College of Nursing, King Saud 
University. Statistical analysis using a Mann Whitney test and a comparison of means 
revealed significant differences between junior and senior students for leadership styles, 
while lower empathy scores were recorded for junior students, and recognised to 
directly impact upon leadership effectiveness (Salem et al., 2012). In contrast to 
Gunther et al. (2007), this study determined that there was not a statistically significant 
difference between leadership style and empathy, and no statistically significant 
difference between leadership style and emotional intelligence (Salem et al., 2012). 
Although the results of this study suggest that Saudi students prefer and orient their 
leadership strategies towards transformational practices, the limited scope of the 
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research and the small, case-based scale of the study fail to validate such interpretations 
for a larger population. 
 
A descriptive study was conducted at one of four hospitals under the auspices of the 
NGHA in Saudi Arabia by Suliman (2009). The study used Bass and Avolio’s (1995) 
MLQ to explore the predominant leadership style of nurse managers through their self-
evaluation and evaluation by their staff nurses’, as well as the impact of working in a 
multinational environment on nurses’ intention to stay. The study sample included 31 
nurse managers and 118 staff nurses, with a response rate of 79.4%. Among the 31 
nurse manager participants, only four were Saudi, which is a very low number. The 
finding showed that nurse managers and staff nurses reported transformational 
leadership as predominant, with significant difference in favour of nurse managers. 
Participants’ nationality and intention to stay affected their perception of 
transformational leadership as a predominant style. The implication is that effective 
nurse retention strategies for multinational environments require nursing managers to 
employ the transformational leadership style. However, the small sample size and use of 
non-probability sampling among nurse managers, as well as the high nonresponse rate 
among staff nurses and inclusion of only one setting, may limit the generalisability of 
these findings. Importantly, the inability of the studies discussed here to represent Saudi 
managers’ leadership styles adequately reflects the low percentage of Saudi managers in 
the workforce, as noted by Suliman (2009) and Al-Hosis et al. (2012). 
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3.4. Part Three: Review of Leadership Practice in Multicultural Environments 
 
Multicultural leadership is an interesting and challenging area of study. Globally, the 
nursing field is considered one of the most complex work environments. Therefore, 
recruiting and retaining expert nursing leaders is essential to enhance the stability of 
nursing and to improve nursing care. This part of the literature review discusses 
leadership in multicultural environments, with particular reference to the Saudi Arabian 
context. In addition, the influence of Islam on the Saudi culture and the implications for 
expatriate staff working in Saudi Arabia, will be discussed. 
 
3.4.1. Multicultural Environment 
 
Today, managers as well as leaders in many organisations have to learn how to deal 
with issues of a multicultural workforce. Each culture involves a shared system of 
beliefs, values, symbols, customs and behaviours transmitted between generations 
(Almutairi & McCarthy, 2012). Factors such as religion, educational level, race, 
environmental factors and economic status shape a society’s culture. However, due to 
progressive globalisation and internationalisation, many workplaces have a mixture of 
staff from different cultures. Consequently, alongside their focus on technical and 
economic operational performance, managers must attend to the organisation of people 
in multicultural workplaces (Adler, 2008). To do this, managers need to understand the 
factors that influence workers’ behaviours in multicultural environments.  
 
In Europe, Taylor (2011) reported on a Council of Europe project, the Intercultural 
education of nurses and health professionals in Europe. This comprised a study of 
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educators of nurses in a sample of European countries including Belgium, Britain, 
Bulgaria, France, Germany and Romania. In the second stage of this project, a survey of 
needs developed by Papadopoulos, Tilki and Taylor (1998) was used to gather and 
interpret data from 79 educators in Belgium, France, Germany and Romania. An 
additional 20 interviews were also collected. The study found that, in Europe, both 
nurses and their patients/clients were from increasingly multicultural backgrounds. 
While mindful of these ethnic groups, nurse educators expressed concern for other 
disadvantaged groups, such as those from lower socio-economic backgrounds and those 
with disabilities. The Belgian partners in the Council of Europe project experienced 
lower proportions of ethnicity in their hospital environments compared to other partner 
nationalities (Taylor, 2011). Arguably, this relative lack of exposure to different 
cultures resulted in Belgian respondents’ preferences for teaching content rather than 
method. The finding underscored the importance of interaction with people from 
different social backgrounds in working towards cultural competence.  
 
In Saudi Arabia, the King Abdullah Scholarship Program currently has tens of 
thousands of Saudis studying in undergraduate and postgraduate disciplines, including 
healthcare, around the world. The focus of the program is for Saudis to learn from 
different nationalities and to return to Saudi Arabia to integrate new ideas and practices 
into their communities and workplaces (Ministry of Higher Education, 2014).  
 
Taylor (2011) has suggested that cultural awareness can be acquired by independent 
study. However, cultural sensitivity and cultural competence require experience in work 
environments. An interactive approach is applied in the European hospital environment, 
where there has been increased engagement with local community groups to form 
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policies and practices for cultural competence. In fact, healthcare services in most 
countries are now multicultural and nurses often seek international exposure to 
healthcare practices, in part to understand ethnic environments (Ruddock & Turner, 
2007). Cowan and Norman (2006) advocated for an increased focus by nurses on 
cultural competence.  
 
Culture has a major influence on leadership in many organisations. In light of this 
association, many scholars have studied the multicultural environments in various 
organisations in an effort to add more knowledge on the relationship between 
multinational workplaces and the leadership styles most effective for use in them (Holt, 
Bjorklund & Green, 2009; Casida & Pinto-Zipp, 2008; Tohidi & Jabbari, 2012). 
According to Holt et al. (2009), contrasting and comparing cultural frameworks and 
models of leadership traits and values to draw conclusions about this relationship 
between multinational workplaces and leadership can contribute to understanding staff 
diversity, opportunities for cross-cultural communication and different cultures.  
 
To attain a more accurate and complete view of various cultures, their ideal leadership 
perspectives and their beliefs in human nature, Holt et al. (2009) conducted an 
exploratory study on culture. The researchers identified the main attributes of ideal 
leaders and their values within distinct cultural settings. Using a structured 
questionnaire design, researchers gathered views of 91 participants from 91 countries 
regarding the characteristics of an effective leader. Interestingly, different participants 
had varied views about the qualities of effective leaders. Mainly, the participants’ 
perceptions were contingent on their cultural background, education and age (Holt et al., 
2009). With culture being one of the determinants of the rating of a leader by junior 
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staff, it is essential that leaders understand the importance of culture, as well as methods 
of diversity management. 
 
Based on the above study findings, the management of staff and patients in culturally 
complex environments requires managers to have cultural competence. This refers to 
the behaviours, policies and attitudes that enable someone to function properly in 
various transcultural interactions (Leavitt, 2002). In medical practice, cultural 
competence normally incorporates and acknowledges the significance of culture, the 
assessment of cross-cultural relations, awareness of resultant dynamics of cultural 
differences and adaptation of services to meet culturally distinct needs.  
 
According to Giger et al. (2007), cultural competence, sensitivity and awareness 
behaviours are imperative in management, as even concepts like health, suffering, care 
and illness denote different things and aspects to people from different cultures. 
Therefore, knowledge of diverse cultural customs can enable healthcare practitioners to 
offer better services, while also aiding in the avoidance of misunderstandings among 
patients, staff and families. In fact, culturally competent healthcare staff are able to 
recognise obstacles to cultural comprehension among staff, patients and providers. 
Moreover, they are able to work effectively with a diverse healthcare workforce, while 
also acting as mentors, role models and leaders.   
 
More often than not, comprehending cultural competence in health settings requires an 
understanding of the basic concept of organisational culture (Leavitt, 2002). 
Encouragingly, many researchers have in the recent past delved into studying the 
concepts of leadership and organisational culture in healthcare, particularly in nursing 
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settings (Casida & Pinto-Zipp, 2008; Suliman, 2009). Such studies add a lot of value in 
nursing, especially considering that previous relevant studies have primarily focused on 
chief nurses’ leadership roles, with very little attention paid to the first-line nursing 
leadership, including leadership by nurse managers.  
 
In a study to explore the association between leadership styles of nurse managers and 
the organisation culture in New Jersey nursing departments within acute healthcare 
settings, Casida and Pinto-Zipp (2008) reported their findings on the importance of 
nursing managers to acquire skills and knowledge on cultural competence. Using 
exploratory and descriptive correlational designs, the researchers described leadership 
styles and the organisational culture of the nursing managers who participated in the 
study.  
 
From the study, most nurse managers preferred to use transformational and 
transactional styles of leadership. Many participants also realised the importance of 
organisational culture in determining organisational performance, including 
organisational effectiveness. Organisational culture and leadership were reported as 
significant in the determination of organisational outcomes (Casida & Pinto-Zipp, 
2008). As an exemplar, nursing units, which typified an appropriate organisational 
culture, seemed to have high patient satisfaction levels. In contrast, a bureaucratic or 
hierarchical culture had a negative influence on nurse retention and quality of work life. 
Further, managers practising a transformational style of leadership seemed to produce 
the best organisational outcomes.  
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One of the areas in which diversity management is paramount is in the Middle East. The 
poor image of nursing as a career, cultural gender norms, as fast population growth in 
the region have led to an over-reliance on expatriate nurses (Almutairi & McCarthy, 
2012). This means that healthcare managers, especially nursing managers, need to 
understand how to address the needs of the resultant diverse nursing workforce. The 
same can be said for any of the Gulf countries. For instance, in the United Arab 
Emirates, national nurses comprise only 3% of all nurses in health industries. Research 
indicates that most of the recruited nurses in Saudi Arabian hospitals are from the 
Philippines and India. Others come from Malaysia, North America, Australia, the UK, 
other Middle Eastern nations and South Africa. Undoubtedly, the diverse workforce 
warrants a manager who is effective in diversity management (Suliman, 2009).  
 
Within the diverse workforce, it is not surprising to find nurses with diverse languages 
and cultures, who in turn offer nursing care to patients of different cultures. Sometimes, 
the diversity among nurses and patients becomes a major challenge to new nurse 
managers who may not have the necessary skills in diversity management (Suliman, 
2009). Worryingly, considering that effective nursing warrants application of different 
culture-specific knowledge in care delivery, multiculturalism can affect performance.  
 
Saudi culture is Arabic in nature, with Islamic influence. In many situations, including 
in nursing management, this culture shapes the mindsets of those Saudi nationals 
charged with management responsibilities. In an effort to assist expatriate nurses in 
comprehending Saudi culture, Almutairi and McCarthy (2012) conducted a cultural 
analysis of Saudi hospitals. They found that expatriate nurses comprise 67.7% of all 
nurses in the country, with these expatriates coming from a range of cultural 
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backgrounds. Due to the diverse nature of this workforce, misunderstandings and 
cultural conflicts can occur. However, by educating expatriate nurses regarding Saudi 
people’s cultural heritage, managers may be able to enhance outcomes in cross-cultural 
care interactions. 
 
Encouragingly, multicultural competence has proven able to increase creativity among 
workers in the organisational and education settings, among others (Leung, Maddux, 
Galinsky & Chiu, 2008). In light of the highlighted points on the effect of cultural 
diversity, especially as relates to the potential for misunderstandings and cultural 
conflicts, nurse managers need to learn ways of exercising their leadership in the diverse 
workplace.  
 
3.4.2. Nursing Leadership in a Multicultural Workforce 
 
Professional nurses can expect opportunities for travel to work in other countries. 
Kanchanachitra et al. (2011) studied international trade in health services in southeast 
Asia. They found that, although there was no shortage of healthcare staff overall, five 
low-income countries had issues with distribution, particularly in rural areas. Further, 
Kanchanachitra et al. found that despite a high capacity for nursing training, there was 
weak coordination between healthcare staff entering the labour market and employment 
opportunities. This was addressed through international trade in health services, with 
Singapore, Malaysia and Thailand attracting ‘medical tourists’ for high quality medical 
procedures and recuperation in resort-like facilities. This practice is at the expense of 
public health facilities that train specialist staff, generally from the Philippines and 
Indonesia. The imbalance in national public health occurring from these private sector 
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practices, together with the migration of southeast Asian healthcare staff to high net 
worth countries, may impact Saudi Arabia’s access to quality healthcare staff unless the 
quality of its training and services improves (Ramady, 2013). This is important to the 
current study, as MoH hospitals have a multicultural workforce. 
 
Ethical leadership in cross-cultural studies was earlier proposed by Resick, Hanges, 
Dickson, and Mitchelson (2006), working with meta-data from the Global Leadership 
and Organisational Behaviour Effectiveness Research Program (House, Hanges, 
Javidan, Dorfman & Gupta, 2004). They found that factors of leadership such as 
integrity, altruism, collective motivation and encouragement were accepted for effective 
leadership across cultures, although culture was a factor in the importance ascribed to 
each. Saudi Arabia was not part of this business assessment, with Gulf Arabs 
represented by Qatar. 
 
According to Rodríguez (2005), managers must understand ways of creating shared 
leadership as a management culture. From Rodríguez’s point of view, the ways in which 
managers experience culture helps in avoidance of poor performance and instability in 
global strategic alliances. Based on a survey conducted on managers from US-Mexican 
alliances, Rodríguez found that the top management culture, national culture and 
managers’ personalities had a major influence on leadership and defined the 
management styles for the managers in the study. Nevertheless, Mexican and American 
managers seemed to construct their social actuality with norms and rules bounded by 
organisational culture existing in an alliance (Rodríguez, 2005). More often than not, 
the Mexican and American managers had similar management styles, which converged 
into the participative consultative management style. For many managers, this 
116 
 
 
convergence formed a third form of culture. Normally, the participative consultative 
style is characterised by emotional concern and task innovation.  
 
From the nursing perspective, nursing leadership tends to be conceptualised or 
represented as a form of shared responsibility, which is not necessarily exclusive to 
organisational management, but is in each practicing level and area of healthcare. Nurse 
leaders are sometimes regarded as mentors, advocates of excellent nursing care, 
respectful role models, courageous risk takers and collaborators of care (Kelly, 2011). 
They are also viewed as being visionary, energetic, motivating, knowledgeable, 
credible, skilled, creative and committed in their work.  
 
Encouragingly, one of the Institute of Medicine’s recent recommendations involves the 
preparation of nurses to become leaders in the advancement of health. This means that it 
is currently a recommendation for nurses to take up leadership positions in healthcare 
settings (Institute of Medicine, 2010). For this reason, nurses are advised to advance 
their education and become involved in professional development activities. Nursing 
associations are required to provide mentoring programs, leadership development and 
leadership opportunities for nurses. 
 
Even though nurse leaders and nurse managers have different jurisdictions, they tend to 
share some responsibilities when it comes to managing a diverse workforce. As 
hospitals in many parts of Saudi Arabia have diverse workforces, skilful management is 
required from a leader or manager with cultural competency (Almutairi & McCarthy, 
2012). The distinctiveness of the Saudi culture, which is made more complex by the 
extensive recruitment of expatriate nurses, requires nurse managers who can manage 
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diversity effectively. For instance, nurse managers in many Saudi hospitals need to 
understand Islam due to its great influence on Saudi culture. In their study on the 
specific nature of the Saudi culture as found in hospitals, Almutairi and McCarthy 
(2012) found nursing and nursing leadership to be greatly impacted by factors such as 
Shariah law, the Saudi constitution, family ties, the Arabic language, Ramadan, cultural 
attitudes and beliefs, Islamic teachings on health and traditional practices. 
 
According to Casida and Pinto-Zipp (2008), first-line managers in the nursing 
profession need to be experienced, knowledgeable and skilful in cultural competence. In 
a study to identify the relationship between an organisational culture and its interior 
leadership, Casida and Pinto-Zipp used exploratory and descriptive correlational study 
designs in describing the kinds of leadership styles practised by nursing managers in a 
diverse workforce. In particular, the study involved nursing managers working in acute 
care units in New Jersey. From their study, the researchers reported the significance of 
organisational culture in driving success or collapse of a health organisation. They 
claimed that nurse managers need to show leadership styles and behaviours that suit the 
changing, turbulent, complex and diverse healthcare system. Nursing managers should 
use their preferred leadership styles to implement and inspire staff by their vision, while 
empowering staff to remain up-to-date with healthcare-related changes and to develop 
and practice cultural sensitivity (Casida & Pinto-Zipp, 2008). In addition, for working 
with multinational nursing personnel, nursing managers should possess a good strategy, 
germane to accomplishing diverse goals with limited resources. It is also the 
responsibility of a hospital’s nursing manager to mould his/her staff into unit-based or 
clinical leaders, while also motivating them to elevate their performance beyond their 
self-interests to achieve organisational effectiveness (Kvist et al., 2013). 
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From another perspective, nursing leaders have the responsibility of creating a long-
lasting nursing workforce. Indeed, this responsibility blends well with nursing roles in 
many Saudi hospitals where nursing shortages are pervasive. Worryingly, the nursing 
shortage may continue intensifying, considering the retirement of experienced nurses 
and the loss of new nursing graduates to horizontal violence (Bally, 2007). 
Nevertheless, it is the duty of nursing managers to spearhead mentoring programs 
among nurses to enhance their satisfaction, and reduce their feelings of being devalued, 
disempowered and discriminated against. Saudi nurses face additional problems of low 
motivation due to the negative public perception of the nursing profession.  
 
If a nurse leader is to mentor other nurses effectively, he/she must understand the 
influence that organisational culture has on mentoring. Specifically, it is important to 
match culture with proper mentoring and leadership strategies (Bally, 2007). Moreover, 
through utilising leadership initiatives developed by Bass, nurse managers should be 
able to create an innovative, dynamic and empowering culture, in which effective 
mentoring can occur. This would enhance nurses’ job satisfaction and improve nursing 
care and patient outcomes. 
 
Alongside initiating and spearheading mentoring, nurse managers have a significant 
influence on the decision making of junior nurses, regardless of culture. In a descriptive 
cross-sectional correlation study examining leadership styles among nurses and their 
autonomy in decision-making, Dorgham et al. (2013) issued a comprehensive structured 
questionnaire to 101 nurses working in Egypt and Saudi Arabia. Based on the findings 
of the study, nursing managers have a strong influence on nurses’ decision making. In 
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this study, the head nurses in Egypt, as in Saudi Arabia, employed situational 
leadership. However, nurses in Saudi seem to have more autonomy compared to their 
Egyptian counterparts. From this study, it is recommended that nursing managers in 
charge of intensive care units use their power of influence on junior nurses’ decision-
making effectively. For instance, they should foster nurses’ autonomy through 
supporting their nursing decisions and their accountability. In this way, nursing 
leadership is likely to grow and produce more nurse leaders or managers. 
 
Nurse managers have major roles to play in diverse workplaces, they seem not to be 
properly equipped for the role. In a study of a diverse nursing workforce in Jazan, Saudi 
Arabia, Almalki, FitzGerald and Clark (2012) noted gaps in nursing management. The 
researchers conducted a cross-sectional study of 508 nurse respondents to assess the 
quality of nurses’ work lives in the region. The study revealed much dissatisfaction on 
management among the nurses. Moreover, there was dissatisfaction regarding nurse 
managers’ management practices. A significant number of respondents felt that nurse 
managers needed training programs touching on management, communication skills 
and leadership (Almalki et al., 2012). Nurses felt this would help managers to 
understand how to help junior nurses in decision-making, while giving them meaningful 
performance feedback and recognising their accomplishments.  
 
The above highlighted challenge is not the only one among the nurse managers working 
in multicultural environments. This is because the managers not only face problems in 
the management of the multicultural workforce, but also in the recruitment procedures. 
For instance, in a nation like Saudi Arabia, which employs many expatriate nurses, 
nurse managers seem to have deficiencies in orienting the new outsourced nurses. 
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According to Sherman (2007), nurse managers are faced with a big challenge of 
transitioning the expatriate nurses into their new multicultural environments. Nursing 
leaders interviewed in the US also commented on this challenge in a study to examine 
nursing managers’ leadership development requirements as they supervise expatriate 
nurses. The findings underscore the fact that in any multicultural environment, nursing 
managers need more supportive leadership, in as much as they may be academically 
prepared for managerial tasks. 
 
3.4.3. Transformational Leadership in a Multicultural Workforce 
 
In the management of the diverse workforce in healthcare settings, nurse managers have 
to choose one leadership style that best suits the environment. Among the most common 
and effective styles is transformational leadership (Harrison, 2011). The dynamics of 
transformational leadership usually involve the identification of subordinates with the 
organisational leader (Visagie & Linde, 2010). Consequently, the interaction helps the 
leader to share his/her vision and encourage subordinates to serve the organisation in a 
manner than transcends their self-interests. More often than not, transformational 
leaders exhibit certain traits including determination, self-confidence, freedom from the 
inner conflicts and an understanding of their subordinate’s needs (Harrison, 2011). 
Therefore, when leadership in an organisation is transformational, the leader increases 
members’ motivation, satisfaction and confidence through uniting them, as well as 
changing their values, needs and beliefs in a positive way (Nyberg, Bernin & Theorell, 
2005).  
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According to Suliman (2009), nurse managers who use transformational leadership in 
multinational working environments are foresighted, and transform staff’s thoughts 
from expectations to reality, with a drive towards success. Moreover, they inspire trust, 
awareness of challenges, confidence and solutions among subordinates by providing 
personalised attention and individualised mentoring. Nurse managers exercising 
transformational leadership are more effective compared with transactional leaders. 
Their effectiveness is evident in the improvement of job satisfaction among the nurses 
and reduction of turnover.  
 
In a study to examine the role that nursing leadership plays in the creation of mentoring 
cultures, particularly in acute care settings, Bally (2007) reported on the importance of 
transformational leadership. Bally identified practices in transformational leadership as 
being salient in attainment of sustainability of the mentoring programs, which have deep 
roots in an organisation’s culture. Interestingly, the importance of the transformational 
leadership in acute settings was echoed in a different study involving registered nurses 
and their nurse managers in four of New Jersey’s acute healthcare hospitals. In the 
study, which involved 278 participants, Casida and Pinto-Zipp (2008) indicated that the 
transformational and transactional leadership styles were associated with organisational 
culture at many nursing units. Nurse managers exercising transformational leadership 
were able to achieve balance between flexibility dynamics and stability in the units, an 
aspect central to the maintenance of organisational effectiveness.  
 
However, for nursing managers to be successful in using the transformational style in 
driving mentorship programs, they need to use Bass’s leadership initiatives (Bally, 
2007). These initiatives include inspirational motivation, idealised influence, intellectual 
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stimulation and individualised consideration. More often than not, for a nursing 
manager to utilise transformational leadership effectively, he/she has to understand 
these initiatives in depth. For instance, there is need to comprehend inspirational 
motivation and its role in transformational leadership. Normally, inspirational 
motivation involves the behaviour that models a leader’s high values. It includes the 
communication of inspiring visions and promotes symbols that arouse greater employee 
effort and feelings of being part of the organisation (Nyberg et al., 2005). This 
behaviour is also known to provide staff with challenges and meaning for participating 
in the organisation’s shared goals. Through the behaviour, nursing leaders are able to 
maintain their focus on an organisation’s vision, regardless of any potential obstacles. 
Further, by using inspirational motivation to communicate a vision, the nursing leader is 
able to make the subordinates focused on their effort, while at the same time modelling 
in them some appropriate behaviour (Harrison, 2011). Recently, scholars have tended to 
associate inspirational motivation with ethical concepts by arguing that when a leader 
shows great concern for the vision of an organisation and a follower shows motivation, 
they are more likely to make proper ethical decisions. 
 
Idealised influence as an initiative serves to arouse staff to identify strongly with, and 
feel positive emotions towards, a leader. Normally, transformational kinds of nursing 
managers use this behaviour in articulating their vision to staff and motivating them to 
join their vision. Consequently, staff place high trust in a nursing manger. Often, this 
behaviour is described in terms of charisma. For many staff, this behaviour makes them 
enthusiastic about activities, and brings them to respect their manager (Harrison, 2011). 
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Intellectual stimulation as an initiative serves to influence staff to perceive problems 
from fresh perspectives and with increased awareness. It involves making staff question 
all problem-solving strategies as a way of encouraging improved problem solving. This 
behaviour encourages staff to challenge nursing managers’ decisions or group 
processes, facilitating innovative thinking. This behaviour is vital in stimulating 
organisational change and learning. Indeed, this is possible when the nursing manager 
appeals to staff needs for attaining growth (Harrison, 2011). This growth occurs in both 
the nursing manager and his/her staff because the manager has to learn for the sake of 
his/her juniors. 
 
Finally, individualised consideration as an initiative helps in providing coaching, 
encouragement and support to specific staff. Through this initiative, a nursing manager 
is able to mentor the staff nurses by assigning them various responsibilities as an 
opportunity for development and growth through self-actualisation. As another 
advantage, individualised consideration affects and enhances team building. Coaching 
and mentoring by nurse managers is contingent on individual consideration, and occurs 
when a manager develops an interpersonal relationship with staff, whereby the nursing 
manager practises personalised leadership and establishes goals for every staff nurse 
(Harrison, 2011). 
 
Alshammari, Maude and Shahwan-Akl (2012) argue that transformational leadership is 
the most effective nursing management leadership style for use in multicultural health 
facilities. As the Saudi Arabian MoH seeks to improve the nation’s health sector, 
transformational leadership among nurse managers will play a major role, in part due to 
the continued ethnic and national diversity of nursing unit workforces in Saudi.  
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Alshammari, Maude and Shahwan-Akl propose a study to establish the main leadership 
styles applicable in nursing units in Saudi. Research indicates that culture affects 
transformational leadership because cultural groups tend to vary in the way they 
conceive different leadership styles (Spreitzer, Perttula & Xin, 2005). To examine any 
variance in transformational leadership’s effectiveness across different cultures, 
Spreitzer et al. examined leaders in North America and Asia. From their findings, 
because of the way different people value different leadership styles, transformational 
leadership may be effective or ineffective in different environments. However, the 
majority of staff in this study did find it to be one of the best leadership styles. 
 
Laudably, many researchers in different parts in Saudi have studied transformational 
leadership from various perspectives. Such studies have also been common in other 
countries over the past 20 years. At the time the ideology of transformational leadership 
was developed by Bass, very little was known about the style and its effectiveness in the 
management of staff in different multicultural environments (Spreitzer et al., 2005). 
However, it was known that transformational leaders define the necessity for 
organisational change, develop the vision of the organisation and mobilise staff 
commitment in the achievement of results. In more than 100 peer-reviewed empirical 
studies, this leadership style has shown effectiveness in the management of employees 
with multiple cultures.  
 
Nursing managers in charge of staff in Saudi need to understand the intricacies of 
transformational leadership (Suliman, 2009). In this way, they will be able to offer the 
best services to their employees, while also ensuring that their organisation is achieving 
the expected results. It is of great importance that nurse leaders learn ways of 
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implementing the initiatives of the transformation leadership style. In this way, their 
leadership is likely to add value to the healthcare facility in which they are employed, in 
turn providing better patient outcomes. 
 
3.4.4. Influence of Islam in Saudi Arabian Culture 
 
As one of the countries where Islam is the main religion, Saudi Arabia has a diverse 
culture driven by Islam. The country’s Arab culture borrows virtually all its values from 
the religion: an aspect that is also common in other Arab countries. Specifically, Saudi’s 
Arabic traditions, social life and language have deep roots in Islamic teachings. 
However, although Islam dictates every Muslim’s daily life, a Muslim’s conduct may 
not necessarily reflect Islam in its entirety (Obeidat, Shannak, Masa’deh & Al-Jarrah, 
2012). Islam strengthens the Arab cultural characteristics of honesty, flexibility, trust 
and loyalty. Further, in Islamic systems, working is mostly seen as a form of worship, 
and working motivation does not mainly stem from material needs.  
 
Islam is fundamental to the legislative, social and economic life of the Kingdom 
(Alhazemi et al., 2013; Almutairi & McCarthy, 2012). In studying the influence of 
Islam on organisational change in a Saudi university, Alhazemi et al. (2013) concluded 
that there are both conservative and liberal elements in academia, as in all society, and 
that the national Islamic culture is a decisive influence on Saudi decision-makers. 
However, the nature of the influence may vary in arbitrary ways, such as in forbidding 
women to drive vehicles, requiring male relatives to approve medical interventions for 
women and defining allowable occupations and professions for women (Almunajjed, 
2010).  
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The constitution of Saudi Arabia is the Qur’an and the Sunna (traditions) of the Prophet 
Mohammed (Royal Embassy of Saudi Arabia, 2014). As part of its heritage, chapter 2 
of the Basic Law 1992 sets out the secular aspects of the dynasty: it is a monarchy and 
the rulers must be male descendants of the founder King Abdulaziz bin Abdulrahman 
Al-Faisal Al-Saud. Kings must receive allegiance according to the Qur’an and Sunna, 
and they have the exclusive duties of a Crown Prince. Government in the Kingdom also 
derives its authority from the Qur’an and Sunna, and these are the ultimate sources of 
reference for all laws. Further, government is based on justice, shura (consultation) and 
equality (Royal Embassy of Saudi Arabia, 2014). Almoharby and Neal (2013) expand 
on the Basic Law concept by explaining that Islamic leadership relies on rational-legal 
systems based on unity of purpose, acknowledgement of the one God and the Prophet 
Muhammad, whose authority resides in the discussions of the Sunna and hadith. Within 
this framework, Mir (2010) adds the dimensions of social responsibility, self-
development and consultation to the description of Islamic leadership.  
 
Some scholars have claimed that Islamic values in leadership seem to be more 
theoretical than evident in practice. Such claims oppose the idea that Islamic 
management is contingent on consultation, creativity, knowledge diffusion, equal 
promotion opportunities and interactive participation (Obeidat et al., 2012). Due to its 
adherence to Islam, Saudi culture is normally characterised by familialism, in which 
individuals’ loyalty begins with the immediate family, extending outwards to their 
religious sect, extended family or tribe. Due to its traditional orientation, the Saudi 
culture rarely changes, continuing to be characterised by power distance, uncertainty 
avoidance, a masculine/feminine society divide and high collectivism. 
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Islam as a religion also has a major influence on nursing practice for Saudi nurses. 
According to Adeyemi-Bello and Kincaid (2012), it is difficult to separate religion and 
organisational culture in many Saudi organisations. This may be because Saudi Arabia 
is Islam’s birthplace, and two of the most treasured and sacred shrines of the Islamic 
religion (that is, Medina and Mecca) are found in the country.  
 
Almoharby and Neal (2013) found that Islamic leadership never relies on traditional 
authority for legitimacy, but instead relies on acknowledgement of God, the 
foundational model of the Prophet Muhammad (PBUH) and rational-legal systems, 
which are based on purposive unity. In fact, as one of the determinants of Islamic 
leadership, the Prophet Muhammad (PBUH) managed to touch the lives of all Muslims, 
and his charismatic and referent authority still lives in the discussions of hadith and 
Sunnah. The Hadith preserves the deeds and words of the Prophet Muhammad (PBUH) 
as one of the leaders that Muslims are advised to emulate. His life is represented in the 
Sunnah. By contrast, the Qur’an is Islam’s holy book, and is equally the constitutional 
framework practised by Muslims the world over (Almoharby & Neal, 2013).  
 
The methodological purpose of Almoharby and Neal’s (2013) review was to devise 
characterisations of the prototypes of Islamic leadership. However, the focus was on the 
main prototypes observable to practising Muslims in the modern world today. The 
researchers’ content analysis was peer-reviewed and in line with findings from many 
academic conferences and seminars in Arab countries (Almoharby & Neal, 2013). It 
pioneered the utilisation of content analysis in the examination of foundational Islamic 
prototypes in leadership as found in the concepts entrenched in the hadith and Qur’an. 
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As part of this, it analysed the Prophet Muhammad’s (PBUH) life as a charismatic and 
referent leader, whose admirable life continues to set parameters for subsequent 
comprehension of Islamic leadership. The study also serves as an opening for more 
researchers to critically analyse the Prophet Muhammad’s (PBUH) importance in 
shaping Islamic leadership in contemporary society. Similar studies could help in 
expounding the impact of Islamic teachings on leadership in various Arab cultures, 
including Saudi culture.  
 
As Mir (2010) indicates, Islam provides a complete life code for all its members 
through guiding all facets of human existence. In Arab nations where Islam is prevalent, 
Islamic teachings permeate the entirety of human life, including in jurisprudence, 
economics, governance and diplomacy as well as in personal well-being, etiquette, 
lifestyle, family relationships and social values. As an exemplar, the Islamic prayers and 
rituals bring out the best in every individual by controlling unworthy instincts and 
human desires.  
 
Following the Qur’an, every individual serves as God’s vice-reagent to discharge 
various obligations and responsibilities. However, human existence in Islam is sacred 
and requires careful nurturing. Normally, when someone becomes a devoted Muslim, 
he/she has to aim at fulfilling two obligations. Firstly, there is the obligation that leads a 
person to self-purification through requiring him/her to observe Haqooq Allah as the 
practices and rituals that help in obtaining Allah’s pleasure (Mir, 2010). Secondly, the 
convert has to observe Haqooq-ul-Abad, an obligation that calls for service to other 
human beings. This obligation may involve caring for relatives, neighbours, friends, the 
disadvantaged and co-workers. The second obligation is among the major stimulators of 
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leadership interests among Muslims. When one serves as a leader in an Islamic country, 
it is important to understand the manner in which Islam is likely to influence leadership. 
 
From the Islamic standpoint, leadership is among the missions that a Muslim needs to 
fulfil. It involves working for some collective societal well-being through the 
propagation of that which is considered appropriate. It also involves defeating all evil in 
society (Mir, 2010). This is why many leaders who use the Islamic model of leadership 
pursue the vision of developing a just, egalitarian, non-discriminating and welfare-
oriented society, liberated from oppression and exploitation. In fact, if any nurse 
manager is to exercise leadership in any culture dictated by Islam, he/she has to 
demonstrate five fundamental leadership attributes, which are advocated in all the 
Islamic teachings. Specifically, these attributes include piety, social responsibility, 
humility, mutual consultation and self-development. Piety serves to distinguish persons 
and provides the legitimate ground for hierarchy between a human being and God. 
Social responsibility involves risking everything for the communal good of all people. 
Humility entails being a servant leader who must not be driven by the desire to achieve 
authority over colleagues (Mir, 2010). Mutual consultation entails considering other 
people’s advice before making decisions in leadership. Lastly, self-development 
involves continuing on one’s journey of spiritual renewal and self-improvement. 
Interestingly, the Islamic framework of leadership has many similarities with the 
transformational model proposed by Bass. 
 
In addition to practising the aforementioned leadership attributes, any nurse manager 
needs to learn how religion determines the kind of care and handling that a Muslim 
patient or junior staff expects. This means that nurses in Saudi Arabia should shape their 
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attitudes towards Muslim patients and staff (Abualrub & Alghamdi, 2012). Today, 
nurses are educated on ways of offering culturally congruent services to their staff, and 
among themselves. With such culturally congruent knowledge, the nurse managers are 
able to make decisions that respect their staff’s and patients’ beliefs and values.  
 
3.4.5. Educational System Shaping Leadership  
 
In today’s world, education systems serve to shape leadership. More often than not, the 
better the education, the better-versed students become with leadership at their 
workplace. To understand the relationship between leadership, management and the 
education system, a more complete understanding of these three concepts themselves is 
required. Leadership involves influencing task strategies and objectives, influencing 
compliance and commitment in the task behaviour needed to attain the objectives 
established, influencing group identification and maintenance and influencing an 
organisation’s culture (Hintea, Mora & Ticlau, 2009). Management involves the process 
of reaching an organisation’s objectives using the available human, financial and 
physical resources in the best possible combination, and making appropriate managerial 
decisions while also considering the dynamics of the organisation’s external 
environment. The management aspect is always unique because it has a contingent 
approach rather than a universal approach.  
 
Polemics about leadership and management have been long running, with some 
commentators citing significant differences between them, while others claim that the 
two are similar. For instance, some claim that everyone is born with certain leadership 
qualities, but that managers have to be formed through experience and qualifications 
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(Belbin, 2012). A manager may seem to be the main implementer of organisational 
decisions, while a leader only leads the organisation. However, despite the possible 
differences between concepts of leadership and management, the reality is that both 
must be present if healthcare in a country is to improve (Hintea et al., 2009). 
Specifically, they play key roles in reform agenda, determining the kinds of health 
services offered in the system, the service quality and the necessary resources. 
Therefore, both managers and leaders have direct roles in the transformation of a 
country’s healthcare system.  
 
In many countries across the globe, both Eastern and Western, there is currently a move 
towards improving the health sector through a focus on leadership and management in 
health facilities. Saudi Arabia has been one of the countries in the forefront of this 
transformation. In the west, Romania, UK and the US, among other countries, have 
already laid down the measures necessary for total healthcare transformation, including 
the improvement of leadership and management (Hintea et al., 2009). Nevertheless, in 
as much as the two concepts of leadership and management are independently 
imperative in healthcare transformation, they are contingent on the education system of 
a country.  
 
This means that for a country to have great leaders, it has to be committed towards 
streamlining its education system. Saudi Arabia represents one of the countries 
currently striving towards streamlining its education system, including nursing 
education. Almalki et al. (2011) provided a general view of nursing as a profession in 
Saudi Arabia. They reviewed published literature about nursing history, nursing 
educational growth, professional practice and nursing workforce from various 
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databases, including Medline, Google Scholar and CINAHL. Of great importance was 
the nursing education system in the country, as this affects the kinds of nursing 
managers or leaders produced for the country’s health sector. 
   
The first nursing program was established in 1958, with the program extended to 
include females in 1961. Since then, many nursing schools across Saudi Arabia have 
opened their doors to graduate Saudi national nurses. As at 2011, there were 46 well-
established junior colleges and health institutes. Of these, 21 are medical institutes, 
including four serving male students and 17 for females. The other 25 are junior 
colleges, with 15 offering admission to male students and 10 admitting female students 
(Aldossary et al., 2008). In 2008, every educational organisation was transferred to 
under Saudi’s MoHE. The transfer served to improve nursing education quality in the 
country. The MoHE continues to deliver financial resources, educational facilities and 
academic experience to nursing institutes, and the system now produces graduate nurses 
from various universities. These graduate nurses mostly move into management and 
leadership roles in nursing units in the country. With the advancement of the education 
system, Saudi has thus managed to produce good managers who are able to use 
effective leadership in influencing various health agendas (Nolan, 2012).  
 
To date, the MoHE continues to influence major strategic changes in Saudi’s healthcare 
system (Alhazemi et al., 2013). For instance, the Ministry has enabled the training of 
nurses on diversity management and leadership in an effort to streamline its education 
system. In a study to establish how leadership, learning and culture are useful in the 
implementation of various strategic changes in the Saudi health sector, Alhazemi et al. 
underscored the need for Saudi to continue placing emphasis on these three aspects in 
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nurse development. This study was conducted in the famous King Abdul Aziz 
University through interviewing senior employees.  
 
Upgrading nursing programs from diploma to bachelor level is also necessary to serve 
Saudi patients effectively. This learning would enable nurses working in Saudi 
healthcare services to adopt new management and education systems into the country 
(Alhazemi et al., 2013). For this reason, the education system, management and 
leadership in the Saudi health sector have to cooperate. This will enable the production 
of good nurse managers who can manage diversity in Saudi’s multicultural health 
sector. Laudably, nurse managers in Saudi are today able to incorporate quality 
management and leadership in their managerial jobs (Al-Shehri, 2012). This is because 
many hospitals have implemented Total Quality Management in the medical practice 
for nurses and other healthcare practitioners.  
 
In light of the above-highlighted discussion, it is clear that leadership and management 
borrow substantially from the education system, with these three factors being 
interconnected and interdependent. Irrespective of whether a country is in the West or 
East, the education system is paramount in shaping management and leadership 
outcomes. Both leadership and management entail making decisions on what has to be 
done, developing relationships and cultivating networks of staff to accomplish set 
agendas (Al-Abbas, 2010). Both are equally essential in driving organisational change. 
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3.5. Summary 
 
This chapter has provided a summary of the literature reviewed on the concept of 
leadership and the evolution of leadership theories that have led to the transformational 
leadership paradigm. In particular, this chapter has focused on the leadership theories 
and styles that can be utilised by nurse managers when managing staff nurses. The 
forms of leadership styles that were explored and analysed in this study were the 
transformational, transactional and laissez-faire styles. The chapter also discussed the 
leadership outcomes of leader effectiveness, staff satisfaction and willingness to exert 
extra effort. In addition, leadership practice in multicultural environments was discussed 
from the global and Saudi perspectives .The framework of the study is presented in the 
next chapter. 
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Chapter 4:  Theoretical Framework 
 
 
4.1. Introduction 
 
The leadership style adopted by managers is an important determining factor in the 
successful leadership of any workforce. This study analyses the leadership styles 
applied by nurse managers in Saudi Arabian hospitals, with the objective of ascertaining 
their effectiveness in improving the efficiency of nursing service. This chapter outlines 
the transformational theory as a conceptual basis of understanding and exploring the 
leadership styles practised by nurse managers and their impact on leadership outcomes 
such as leaders’ effectiveness, staff satisfaction and willingness to exert extra effort at 
their work place. 
  
4.2. Theoretical Framework 
 
The transformational leadership model of Bass (1985) forms the basis of the conceptual 
framework of this study, the principal aim of which was to conduct a quantitative 
survey of the significant elements of sound nursing leadership and the effect on selected 
outcomes. 
 
4.3. Background 
 
Since the development of leadership from the great man theory, the evolution of 
leadership theories took a big turn in the late 1970s with the emergence of humans as 
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the prime capital of any organisation. This suggested that the leadership of the 
organisation should focus on how to utilise this human capital to the benefit of the 
organisation. This encouraged researchers like Burns (1978), Bass (1990b), Greenleaf 
(1977, 2002) and Northouse (2012) to find ways for infusing excellence in leaders. This 
ushered in the era of excellence theory, which principally carried the aim of 
transforming followers to align their individual vision and mission with the vision and 
mission of the organisation. This theory made its mark as the transformational 
leadership style, which divided the leadership domain into two major style types: 
transactional (traditional) and transformational.  
 
Downton (1973) coined the term ‘transformational leadership’ in his book Rebel 
Leadership. However, Burns (1978) introduced it more completely as a concept in his 
book Leadership. Burns was highly inspired by Maslow’s Theory of Human Needs. In 
1985, Bass, a disciple of Burns, further developed the concept of transformational 
leadership by extending its horizon from the sphere of needs to the sphere of awareness. 
Specifically, he suggested that transformational leaders should try to transform their 
followers by raising their awareness regarding task outcomes and encouraging them to 
transcend their own self-interest for the interest of the organisation, as well as activating 
their higher order needs. By grouping certain leadership traits, Bass identified three 
basic types of leadership style: transactional, transformational and laissez-faire 
(inactive). The transactional type specifies tasks, monitors performance and seeks to 
achieve the desired outcome by providing a reward system. Transformational leadership 
aims to motivate employees by inspiring them and providing them with individual 
attention, while also stimulating their intellectual needs. The third type, laissez-faire 
leadership, involves remaining aloof from the responsibilities of leadership, instead 
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leading from a distance. Bass (1985) additionally identified four types of ‘transformed’ 
state that followers are expected to exhibit due to being led using the transformational 
leadership style. These are:  
1. A significant increase in the followers’ perception regarding the importance of 
the task and its value; 
2. A significant increase in their appreciation of the value of collaborative living;  
3. A clear shift of priority from achieving individual goals to achieving 
organisational goals; and 
4. An increased level of engagement in the pursuit of higher order needs.  
 
In the course of the above-outlined evolution in the concept of leadership, a shift of 
paradigm took place from Burns’ (1978) theory, that the motivational strategy of 
transactional leadership appeals to the personal desires of employees, to Bass’s theory 
(1985), that transaction leaders focus on doing things right and transformational leaders 
focus on doing the right things. Bass’s development of the transformational leadership 
theory through the incorporation of elements from the transactional leadership and 
laissez-faire styles eventually shaped what it is known as transformational leadership 
theory, although the original conceptualisation of the basic elements of transformational 
leadership is credited to Burns (Hirt, 2004).  
 
4.4. Bass’s Conceptual Framework 
 
Bass identified five leadership factors as the main drivers of organisational 
performance: individualised consideration, charismatic leadership (idealised influence), 
intellectual stimulation, contingent rewards and management-by-exception (active and 
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passive). The first three of these factors are associated with transformational leadership, 
while the last two factors are associated with transactional leadership. Bass (1985) was 
of the opinion that leaders usually display both transformational and transactional 
leadership qualities. However, the dominant transformational factors are associated with 
higher job satisfaction among followers, their willingness to exert extra effort and their 
perception that their leaders are effective. 
 
Regarding the factors associated with transformational leadership, idealised influence 
(attributed and behavioural), or charismatic leadership, refers to the amount of faith, 
respect and inspiration garnered by a leader. Charisma in a leader is seen as a highly 
desirable element that evokes strong emotional reactions from followers. Individualised 
consideration, which is the extent to which attention is paid to an individual follower’s 
needs, is a hallmark of a good leader. Such attention enhances the followers’ self-
esteem and confidence, enriching their performance. Some leaders are also capable of 
providing intellectual stimulation to their followers, encouraging them to be proactive 
and innovative in their thinking, and to develop problem-solving capabilities. A leader 
can motivate followers by being a source of inspiration. The inspirational-motivation 
leader encourages followers to think of and plan for an attractive future, which these 
leaders envision for themselves. 
 
Bass (1985) also identified factors related to the transactional leadership style. 
Contingent reward is defined as ‘providing an adequate exchange of valued resources 
for follower support’, which is simply ‘to be rewarded for a job well done’. This is the 
most effective component in transactions, but it is less effective than the 
transformational style. Management-by-exception can be either active or passive. In 
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management-by-exception (active), performance is regularly monitored, with corrective 
action taken whenever there is a deviation from the expected standard. By contrast, in 
management-by-exception (passive), the leader intervenes only when problems become 
serious. 
 
Bass (1985) also describes a third style: laissez-faire leadership, or non-leadership. This 
is when a leader chooses to avoid leadership duties and responsibilities. It can be 
considered as the failure of both the transactional leadership and transformational 
leadership styles. 
 
4.5. Development of the Full Range Leadership Model 
 
The full range leadership model combined aspects of House’s (1977) theory of 
charismatic leaders and Burns’ (1978) theory of the transformational and transactional 
leadership types. Sociologist Max Weber (1947) first popularised the term ‘the 
charismatic leader’, who reveals a transcendent mission, which may be appealing to 
followers, but is acted on because followers believe the leader to be extraordinarily 
gifted. House (1977), building on Weber’s concept, defined charisma as a special 
personality characteristic that results in a ‘person being treated as a leader’ (p. 189). 
Charismatic leaders are strong role models, appear competent to followers, 
communicate high expectations to followers and exhibit confidence in the followers’ 
abilities to meet these expectations. They are able to inculcate follower trust, respect, 
identification with the leader and commitment to the leader’s goals (House, 1977). 
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In his political science treatise on leadership, Burns (1978) incorporated the aspect of 
charisma in the category of transformational leadership, distinguishing it from 
transactional leadership, which refers to the more typical interaction of the leader and 
follower, which focuses on the exchange of expectations and rewards, often of a short-
term nature. Some examples of transactional leadership would be those managers who 
offer employees a promotion for meeting goals, and teachers who offer good grades for 
student performance. Both leaders and followers are aware of what they have to offer 
each other. However, there is no enduring purpose that binds them together, such as a 
mutual transcendent goal that gives meaning to people’s lives and provides some 
purpose greater than individual self-interest to work towards. This type of leader is 
attentive to the followers’ needs and tries to help followers reach their potential, while 
also contributing to more meaningful or longer-term goals.  
 
Burns (1978) pointed to Mahatma Gandhi and Martin Luther King Jr. as 
transformational leaders who inspired their followers, raised their hopes for a better 
future and transformed their countries at the same time. Burns claimed that the 
transformational and transactional leadership types exist as a dichotomy, in which the 
leader is either one or the other. Burns wrote from a political science framework, 
theorising that reforming, revolutionary and heroic leaders are transformational. By 
contrast, political leaders in western democracies are typically transactional leaders who 
exchange promises for votes.  
 
Bass extended Burns’ theory of a dichotomy between transformational and transactional 
leaders by positing his three leadership types as existing along a continuum. Bass also 
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took Burns’ assertions from the realm of political science and applied them to business 
and non-profit organisations. Figure 4.1 shows the full range leadership model. 
 
 
Figure 4.1. Full range leadership model (Adapted from Bass & Avolio, 1997). 
 
4.6. The Components of Bass’s Full Range Leadership Model 
 
In Figure 4.1 above, the laissez-faire leadership style, which has been found as the most 
inactive and least effective of the leadership behaviours, is placed at the bottom of the 
matrix. Management-by-exception (passive) is positioned above this as both more 
active than laissez-faire leadership and more effective. In the same fashion, 
management-by-exception (active) earns its place above its passive version and below 
contingent reward, as the former has been linked with higher employee turnover and 
absenteeism, poorer job satisfaction and poorer perceptions among staff of 
organisational effectiveness as compared to the leadership styles positioned higher than 
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it on the continuum. The placement of contingent leadership below individualised 
consideration is because the former is less capable of optimising employee performance 
than the four leadership behaviours placed above it. Following the same reasoning, the 
hierarchy continues with the successive placement of intellectual stimulation, 
inspirational motivation and idealised influence.  
 
4.6.1. Transformational Leadership Factors 
 
In general, the four leadership behaviours corresponding to the transformational 
leadership style (that is, idealised influence, inspirational motivation, intellectual 
stimulation and individualised consideration) have been found capable of motivating 
followers to excel and to transcend their own self-interest for the sake of the 
organisation. Accordingly, these four behaviours are considered as the drivers of a 
higher level of employee engagement, higher productivity, higher employee morale and 
satisfaction, higher organisational effectiveness, lower rates of turnover and 
absenteeism and greater organisational adaptability to match the dynamism of social 
and business environments. The following paragraphs describe each factor in detail, 
along with the items by which they are measured. 
 
4.6.1.1. Idealised Influence (Attributed and Behavioural) 
 
Attributed idealised influence is based on the followers’ perception of a leader as ‘larger 
than life’ (Bass 1997, p. 21) and as possessing exceptional capabilities. This factor is 
measured by the follower reporting that a leader ‘instills pride in me [the follower] for 
being associated with him or her’ (Bass & Avolio, 1995b). Behavioural idealised 
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influence is based on observable leader behaviours such as ‘persistence, determination 
and risk-taking’ (Bass, 1997, p.21). Items measuring idealised influence include when a 
leader ‘emphasises the importance of having a collective sense of mission’ and 
‘considers the moral and ethical consequences of decisions’ (Bass & Avolio, 1995b). 
 
The charismatic leader has a vision and the ability to discern what is of consequence to 
the mission and purpose of the organisation. Followers adopt the leader’s vision, 
emulating or identifying with the leader. Charismatic leaders set high standards, as they 
are able to inspire pride and common respect, and instil confidence in followers so that 
they can achieve their objectives through exerting extra effort. Charisma allows a leader 
to exert power and influence over followers. A sense of loyalty is developed, resulting 
in a trust and confidence in the leader’s ability that exceeds the ordinary respect of 
individuals (Bass & Avolio, 1994; Hater & Bass, 1988). Extra effort to accomplish 
optimal performance is realised by followers whose leaders display idealised influence 
(Bass & Avolio, 1990a). 
 
4.6.1.2. Inspirational Motivation 
 
Inspirational motivation was once categorised as a subset of charisma, but it is now a 
separate dimension. Followers are inspired by emotional appeals, sentiments and 
feelings. Using simple language and symbolic imagery, a leader increases the followers’ 
awareness and understanding of shared goals, helping them to transcend self-interest for 
the well-being of the organisation (Bass 1985; Bass & Avolio 1994). Leaders who 
practise inspirational motivation provide a vision that energises followers to achieve 
higher performance levels (Bass & Avolio, 1990b). Inspirational motivation is 
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measured by the leader who ‘talks enthusiastically about what needs to be 
accomplished’ and ‘expresses confidence that goals will be achieved’ (Bass & Avolio, 
1995b). 
 
4.6.1.3. Intellectual Stimulation 
 
Bass (1985) defined the transformational leader’s intellectual stimulation as ‘the arousal 
and change in followers of problem awareness and problem solving, of thought and 
imagination, and of beliefs and values, rather than arousal and change in immediate 
action’ (p. 99). Transformational leaders intellectually stimulate their followers by 
demonstrating new ways to solve old problems, encouraging them to look upon 
difficulties as problems to be resolved, and to use rational problem solving techniques 
(Bass, 1990). 
 
4.6.1.4. Individualised Consideration 
 
Individual consideration occurs when followers are treated equitably, while paying 
attention to their individual differences (Bass & Avolio, 1994). The transformational 
leader often acts as a coach, preferring face-to-face or two-way communication 
dimensions that contribute to the followers’ productivity and satisfaction with their 
leader (Bass, 1985). The transformational leader pays attention to the individual 
employee through understanding, sharing concerns and attending to developmental 
needs. Individual consideration involves showing more concern for subordinates than 
for taking care of administrative affairs or organisational policies (Avolio, Walumbwa 
& Weber, 2009).  
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Leaders who practise individual consideration have subordinates who feel supported 
and respected by the leader. The subordinate’s self-confidence is also increased through 
the leader’s esteem building (Dubinsky, Yammarino & Jolson, 1995). Further, in 
addition to recognising and satisfying current needs, individual consideration includes 
making the follower aware of their higher order needs in an attempt to encourage further 
development (Bass, Waldman, Avolio & Bebb, 1987). By elevating followers’ needs 
and increasing their confidence levels, the individually considerate leader enables 
subordinates to take on greater levels of responsibility (Bass & Avolio, 1990). 
 
4.6.2. Transactional Leadership Factors 
 
Unlike transformational leadership, the transactional style emphasises neither individual 
followers’ needs nor their personal development. Instead, the major concern is on the 
exchange of things of value between the leader and the followers to advance their own 
agendas (Northouse, 1997). According to Bass (1985), the leader decides to either 
reward or penalises the followers, depending on the adequacy of the followers’ 
performance. The transactional leadership style consists of three main elements: 
contingent reward, management-by-exception (active) and management-by-exception 
(passive). 
 
4.6.2.1. Contingent Reward 
 
Contingent reward is a kind of deal making between the leader and the followers. It 
refers to an exchange process between the leader and the followers where the effort of 
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the followers is rewarded. In this constructive transactional method, the leader assigns 
tasks to the followers, with the promise or provision of rewards in exchange for the 
followers satisfactorily carrying out the assignment (Bass, 1990b). 
 
4.6.2.2. Management-by-Exception (Active) 
 
Bass (1985) sees management-by-exception (active) as a corrective transactional 
method of leadership that involves corrective and constructive criticism. Transaction 
occurs through regular monitoring by the leader, with corrective action based on the 
results of the monitoring. A feature of this component is that the leader remains vigilant 
regarding monitoring followers’ performance and identifying any deficiencies (Bass, 
1985). 
 
4.6.2.3. Management-by-Exception (Passive) 
 
Management-by-exception (passive) can also be described as a corrective transactional 
method. However, this element is characterised by negative feedback and negative 
reinforcement, with the leader intervening only when standards are not being met or as 
problems arise (Bass, 1985). 
 
4.6.3. Laissez-Faire Leadership 
 
Laissez-faire leadership involves an essential absence of management practices, with 
leaders avoiding decision-making activities, or not being present when needed (Bass, 
1997). Once goals are set, total control and responsibility are given to the subordinates 
147 
 
 
to conduct activities without the leader’s supervision. Leaders may use this process in 
an attempt to empower subordinates. However, it is comparable to abdication or 
abandonment of responsibility, rather than a delegation (Boehnke, DiStefano & Bontis, 
1997).  
 
The full range leadership model continuum is capped at the top by the transformational 
leader, immersed in relationships with subordinates, and at the bottom by the laissez-
faire manager, who practises no leadership at all.  
 
4.7. The Multifactor Leadership Questionnaire: The Instrument to Measure the 
Full Range Leadership Model 
 
The MLQ was developed by Bass and Avolio (1989) to measure the full range 
leadership model through a short but comprehensive questionnaire survey. Altogether, it 
aims to measure the nine distinct leadership styles (as detailed in Sections 4.7–4.9) 
within the three broader dimensions of transactional, transformational and laissez-faire 
leadership.  
 
Since the development of Bass’s model in 1985, investigations on the behaviours of 
leaders in public and private organisations have refined the MLQ to its present state 
(Perkins, 2010). The current MLQ 5X-Short survey has strong validity and reliability, 
and it has been used extensively in research and commercial applications worldwide 
(Abdualrub & Alghamdi, 2012; Al-Hosis, Mersal & Keshk, 2013; Suliman, 2009). It 
has consistency proven a strong predictor of leader performance across a broad range of 
organisations at different organisational levels and in different national cultures. 
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The instrumentation of the MLQ is simple. It is distributed to the followers or co-
workers of the target leaders, who respond to the 45 items by selecting one answer 
against each item/proposition on a five-point behavioural scale that ranges from ‘Not at 
all’ to ‘Frequently if not always.’ The feedback is then evaluated to judge the frequency 
with which leadership skills and actions are displayed by those target leaders.  
 
It is useful to conduct this survey a month before scheduled leadership training 
workshops, to create a base profile for each target leader (Avolio, 2010; Statistical 
Solutions, 2012). Moreover, such leader profiles also enable leaders to focus on their 
own self-improvement, to derive learning objectives and to plan for making the most of 
developmental coursework. For example, if the MLQ scores of a particular leader 
project an overemphasis on management-by-exception (passive) in comparison with 
individual consideration and intellectual stimulation, the workshop guide can plan to 
enhance that leader’s capability to become more individually considerate by formulating 
relevant role-plays and behavioural skill-building exercises. The individual training 
module of that particular leader may also include creativity exercises to foster his/her 
capability to stimulate his/her followers intellectually. At the same time, knowing 
his/her MLQ score enables that leader to formulate a personal action plan during the 
training workshop and beyond, to develop her/his ability in one or more areas of 
leadership (Avolio, 2010). 
 
The MLQ 5X-Short aims to measure all leadership types framed within Bass’s full 
range leadership model. The objective is to identify which characteristics of a 
transformational leader the target leader exhibits, and to what extent. The findings are 
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then converted into a detailed report of the target leader’s own perceptions of his/her 
leadership, and those of his/her co-workers or subordinates (Bass & Avolio, 2013). This 
form also has the provision to measure leadership success through a retesting program 
that tracks changes in leadership style over time. The basic features and mechanism of 
MLQ 5X-Short are presented below:  
• It is the outcome of extensive research, validated by several experts; 
• It is easy to administer and takes only 15 minutes to complete; 
• It measures, explains and demonstrates the key factors of truly exceptional 
leaders to the target leader;  
• It can differentiate effective and ineffective leaders at all organisational levels; 
• It can assess the effectiveness of an entire organisation’s leadership; 
• It takes measures to validate its findings across cultures and types of 
organisations; 
• It claims the ability to provide an excellent relationship between survey data and 
organisational outcome; 
• It claims to be the benchmark measure of transformational leadership; and 
• It aims to provide a comprehensive developmental report regarding a target 
leader (Bass & Avolio, 2013). 
 
The current MLQ claims to have the ability to provide a complete measurement of a 
leader/manager by gathering responses from the target leader and his/her associates at a 
higher, same and/or lower level. It also has scope to utilise an additional ‘other’ group. 
The numbers of raters in a report usually ranges between 10 and 24. The responses, 
which are kept confidential, are collated to provide an informative representation of the 
leadership capability of the target leader, which in turn offers that target leader a 
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comprehensive understanding regarding his/her scores, as well as the desired chart of 
actions to improvise the leadership capability (Bass & Avolio, 2013). 
 
4.7.1. Criticism of the Full Range Leadership Model and the Multifactor 
Leadership Questionnaire 
 
The full range leadership model is not free from criticism regarding its applicability and 
validity. A number of researchers have argued that the model requires thorough revision 
to accommodate other important leadership behaviours that are excluded either by 
choice or due to a gap in the model’s conceptualisation of leadership behaviour. These 
researchers argue that the absence from the model of behaviours such as consulting, 
empowering, recognising, clarifying roles and objectives and short-term planning render 
any assessment using the MLQ incomplete, considerably lessening its predictive 
efficacy (Bycio, Hackett & Allen, 1995; Carless, 1998; Rafferty & Griffin, 2004; Yukl, 
1999a).  
 
Michel, Lyons and Cho (2011) endorse the above argument by citing the outcome of 
their field study, which found that subordinate job attitudes and boss-rated managerial 
effectiveness are not well predicted by this model. Researches finding fault with the full 
range leadership model and the MLQ tend to favour the Flexible Leadership Taxonomy 
of Leader Behaviours model and the Managerial Practices Survey (Yukl, 1999b; Yukl, 
Gordon & Taber, 2002; Tracey & Hinkin, 1998). 
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4.7.2. Counter Argument 
 
Regarding these alternative models for measuring leadership behaviours, Michel et al. 
(2011) point to the limitations of the studies conducted by Yukl (1999b) and Tracey and 
Hinkin (1998), which they argue failed to include the complete version of their 
questionnaires. In the case of Yukl’s study, only the sample items were included, with 
these measuring similar behaviours captured in the transformational and transactional 
leadership taxonomy. Tracey and Hinkin’s study only included the MLQ items that 
assessed transformation, and a few selected leadership behaviours from their 
Managerial Practice Survey. Michel et al. (2011) also observe that none of the above-
mentioned studies investigated whether the Managerial Practice Survey is more capable 
than MLQ in terms of predictive efficacy regarding managerial effectiveness. This 
finding nullifies Yukl and others’ claim that the MLQ is not capable of assessing 
leadership behaviour as well as the Managerial Practice Survey.  
 
Indeed many researchers advocate the use of the MLQ. For example, Lievens, Geit and 
Coetsier (1997) found the MLQ profile to be a vital instrument in transformational 
leadership development, as it provides practitioners with a relatively unbiased 
assessment of the frequency of their leadership behaviours considered within the full 
range leadership model. This finding prompted Lievens et al. to argue that the MLQ 
profile could provide a starting point for recommending changes based on the four 
dimensions of transformational leadership in the leader’s strategy for working with 
his/her followers. Avolio (1999) stated that, while the full range leadership model does 
not necessarily encompass all of the dimensions of leadership, its coverage is 
nonetheless impressive. Ofori (2009) identified the full range leadership model as the 
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main instrument of leadership assessment in scholarly communities and among 
academic and business professionals, since it had already proved itself as the 
mainstream in leadership research.  
 
Following an investigation of the full range leadership model/MLQ’s efficacy, 
Antonakis, Avolio and Sivasubramaniam (2003) endorsed the model/instrument 
combination and its factor structure. This was despite observing that the efficacy of any 
leadership behaviour assessment model is greatly influenced by contextual factors, such 
as environmental risk, leader hierarchical level and leader–follower gender. As such, 
homogeneity in the sample to which the MLQ 5X-Short is applied is expected to bring 
results that are more reliable, while heterogeneity in the sample may change the context 
and bring unexpected results. Accordingly, Antonakis et al. suggested that the degree of 
context sensitivity in a particular survey acts as the driver of producing consistency in 
results and providing true predictions. From that perspective, where MLQ produces 
‘incomplete’ or ‘inaccurate’ assessments and predictions, low context sensitivity is 
likely to be the cause. Finally, Antonakis et al. infer that, barring a few shortcomings in 
theoretical background and measurement, the full range leadership model and MLQ 5X-
Short are valid and reliable instruments, capable of adequately measuring the nine 
components that comprise the full range leadership model. 
 
The MLQ’s popularity for measuring leadership quality was evidenced by professors 
Robbins and Coultar (2005), who found this model to be a cutting-edge leadership 
theory that shows how charismatic leaders can motivate employees by inspiring them, 
providing them with individual care and by stimulating their intellectual needs, while 
not ignoring the necessity of the contingent reward system. Kirkbride (2006) also found 
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the full range leadership model to be highly effective in predicting leadership behaviour, 
prompting him to infer that this model is probably the most researched and validated 
leadership model among its contemporaries.  
 
Recently, Alsayed, Motaghi and Osman (2012) adapted the original MLQ to fit with the 
Arabian culture by translating the scale into the Arabic language and back translating 
the resulting feedback for review by specialists. The Arabic-language scale was found 
to perform well, providing strong support for the validity and reliability of the MLQ and 
indicating that it could be applied in translation with a high degree of confidence in a 
variety of cultural settings. Thus, the MLQ has been widely tested for its reliability in 
diverse contexts, indicating its efficacy for the investigation of leadership behaviour 
among nurse managers and staff nurses in Saudi Arabia.  
 
4.8. Assessing Leadership Style 
 
Over the years, several different tools have been developed to assess leadership style. 
Among these, the MLQ 5X Leader and Rater Forms have been established as reliable 
and valid through its extensive usage (Avolio & Bass, 2004: Schwartz, Spencer, Wilson 
& Wood, 2011) and was thus selected for use in the present research. The MLQ 
measures a broad range of leadership styles, as discussed in Section 4.6 and summarised 
in Table 4.1 below. 
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Table 4.1  
Leadership Styles and Associated Behaviours 
Style Behaviour Outcomes 
Transformational 
 
The leader: 
Displays confidence, 
Creates a collective sense of 
mission, 
Seeks creative approaches to 
problem solving, 
Acts as a mentor and teacher, 
Considers the individual and 
their needs. 
 
The leader is: 
Admired and respected, 
Optimistic, 
Enthusiastic, 
Influential, 
Able to motivate others, 
Able to meet the goals of the 
organisation, 
 
Staff members are: 
Optimistic, 
Enthusiastic, 
Satisfied with the leader. 
 
Transactional 
 
 
Leadership is based on a 
reciprocal exchange between the 
leader and the followers. 
This style involves giving 
employees something in return 
for their compliance and 
acceptance of authority (e.g., 
incentives, pay raises, status 
increases). 
Leaders specify the standards of 
performance and there is focused 
attention to any deviance from 
this standard. 
 
 
The leader and staff members 
exchange needs and services 
to satisfy their independent 
objectives. 
Staff members are motivated 
by the expectation of reward 
for their compliance. 
Focus is on day-to-day 
operations and short-term goal 
accomplishment. 
Leaders are viewed as 
authority figures. 
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Style Behaviour Outcomes 
Passive avoidant The leader: 
Avoids getting involved in 
important issues, 
Is absent when needed, 
Avoids making decisions, 
Delays responding to urgent 
situations. 
Staff members: 
Are not satisfied with the 
leader,  
Do not receive developmental 
feedback,  
Lack empowerment, 
Have no commitment to 
established goals. 
Source: Schwartz et al. (2011, p. 753) 
 
4.9. The Transformational Framework in Nursing Research 
 
Transformational leadership theory is perceived as well suited for addressing the current 
challenges faced by Saudi Arabia in terms of the cultural and practical diversity of its 
nursing workforce. By using a transformational leadership approach, nurse leaders in 
Saudi Arabia are presumed to foster better cooperation between themselves and the 
nurses, and to encourage more dynamic work behaviours from staff nurses (Al-Hosis et 
al., 2012; Salem et al., 2012; Abualrub & Alghamdi, 2012). Healthcare organisations 
have increasingly recognised the value of transformational leadership in the 
management of nursing (Hutchinson & Jackson, 2013). McFadden, Henagan and 
Gowen (2009) explored the relationship between the practice of transformational 
leadership and the quality improvement reforms implemented by various departments of 
over 300 hospitals in the US. They found that skills in transformational leadership 
translated into better organisational and patient outcomes, and even correlated positively 
with patient safety.  
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Unfortunately, very few available studies in Saudi Arabia explore transformational 
leadership theories. Among these, the study of Almutairi (2011) revealed that 
employing transformational leadership strategies improves manager–nurse 
collaboration. Further, in the study of Abualrub and Alghamdi (2012), Saudi nurses 
reported more satisfaction when led by transformational nursing leaders, and those who 
were satisfied with their jobs were more likely to stay with the same healthcare facility. 
In Kuwait, nurse leaders who embody transformational leadership behaviours translated 
these into higher staff nurse satisfaction levels, better work effectiveness and higher 
motivation to provide quality nursing care (Al-Mailam, 2005). These findings are 
critical in the recruitment and retention of nurses in Saudi Arabia, especially with the 
current shortage of nurses in the country.  
 
Ultimately, effective succession strategies are needed to modulate the country’s nurse 
attrition rates and consequently improve recruitment in Saudi Arabia (Al-Hosis et al., 
2012). The lack of evidence in the nursing literature that explains the relationship 
between the practice of transformational leadership and increased retention and 
recruitment of Saudi nurses remains a challenge and highlights the need to conduct 
further and more in-depth studies. These will help to create a more profound 
understanding of how the country can strategically use the propositions of 
transformational leadership to address the problem of increasing attrition rates in the 
nursing profession. Moreover, in this study, it is assumed that encouraging nursing 
leaders to be more influential or ‘charismatic’ with their staff nurses attracts more 
nurses, reduces attrition rates and improves the quality of nursing practice in the 
country.  
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In a world fuelled by evidence-based practice, logic and scientific upheaval, 
transformational leadership appears to be the most intuitive approach, separating 
scholarly from trivial nursing practice. The compendium of the concept of leadership 
advice is so overwhelmingly rich and diverse that leaders might thoughtlessly resort to 
merely hiring competent nurses and allowing them to function by themselves (Atkinson 
& Pilgreen, 2011). 
 
4.10. Summary 
 
To conclude this chapter, instilling appropriate leadership in the nursing workforce to 
enhance healthcare outcomes in hospitals is the central purpose of this study. Hence, the 
study focused on the exploration of the nurses’ perspectives on how they are managed 
and the impact of this on their performance and job satisfaction. Bass’s (1985) 
transformational leadership model is regarded as the most influential theory applicable 
for this purpose, and it was therefore chosen as the conceptual framework for the study. 
This chapter described the model and outlined its different components. The 
methodology used to gather the research data and conduct the statistical analyses is 
presented in the following chapter. 
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Chapter 5:  Methodology 
 
 
5.1. Introduction 
 
The purpose of the current quantitative study was to explore and assess the leadership 
styles of nurse managers working in Saudi Arabian MoH hospitals, to ascertain the 
impact of these on organisational outcomes such as leaders’ effectiveness, staff job 
satisfaction and staff willingness to exert extra effort. Creswell (2009) suggested that 
survey research maintains its quantitative status by delivering a “quantitative or numeric 
description of trends, attitudes or opinions of a population by studying a sample of that 
population” (p. 12). Two forms of Avolio and Bass’s (2004) MLQ were utilised by the 
study for data collection, with the intended aim of this questionnaire being to make 
additional discoveries that may prove useful to nursing leadership styles and the 
industry’s leaders. The current study builds upon results of previous nursing leadership 
studies and thus broadens the knowledge related to the transformational leadership 
theory and leadership outcomes, especially in Saudi Arabia.  
 
The research methodology and data collection process is presented in this chapter. The 
chapter first outlines the research design and its appropriateness. This is followed by an 
explanation of the study’s variables, instrumentation, data collection process and data 
analysis method. Issues of validity, reliability and ethics are also raised.  
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5.2. Research Method and Design 
5.2.1. Quantitative Method 
 
The research methodology of the current study was a quantitative descriptive 
correlational design. This methodology was appropriate to explore the nurse mangers’ 
leadership styles within public hospitals in the Hail region of Saudi Arabia, and to 
examine the relationship between their leadership styles, the job satisfaction of the staff 
nurses and the staff nurses’ willingness to exert extra effort. Correlational research 
designs are used in determining the presence of relationships between variables 
(Creswell, 2009). A quantitative method was appropriate to describe the variables, 
examine and validate the relationships among them and to determine any cause and 
effect interactions between them (Burns & Grove, 2009).  
 
5.2.2. Descriptive Correlational Design 
 
Burns and Grove (2009) articulated that correlational designs measure relationships, if 
they exist, between or among two or more variables, while determining the degree or 
strength of the relationship. The intent of the correlational design in this study was to 
explain the nature of the relationships between leadership styles and nurse job 
satisfaction and leadership outcome, not to determine cause and effect. In the 
descriptive correlational quantitative research design, there is no attempt to manipulate 
any of the variables as in an experimental design, as the independent and dependent 
variables cannot be manipulated directly. The quantitative correlational research design 
was selected because the research tool, the MLQ, is a questionnaire that uses a 5-point 
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Likert scale for the nurses’ responses to quantify the responses to each question on the 
survey.  
 
In quantitative descriptive correlational research, a systematic, factual description of a 
situation or area of interest is used to gather facts and test hypotheses or research 
questions (Creswell, 2005). Prior research studies focusing upon nursing leadership and 
management (discussed in Chapter 3) have successfully used a descriptive correlational 
approach in data analysis. Findings within the Saudi public hospital setting have 
revealed dependent variable correlations with independent variables (Abdualrub & 
Alghamdi, 2012; Suliman, 2009; Salem et al., 2012). As in other studies, the 
correlational design allows the researcher to test the relationship between variables 
empirically. The correlational design allows for multiple regressions where multiple 
independent variables influence the dependent variable (Polit & Beck, 2013).  
 
5.2.3. Appropriateness of the Design 
 
A quantitative descriptive correlational research design was selected for the study as it 
was the most effective and efficient method of accomplishing the goals of the study 
(Polit & Beck, 2006). The goals of the current study were to determine whether any 
nurse manager leadership style variables are related to leaders’ effectiveness, and to 
determine the extent to which leadership approaches are related to staff satisfaction and 
staff willingness to exert extra effort. According to Creswell (2009), the quantitative 
descriptive correlational design uses surveys and questionnaires to reveal intellectual 
scientific inquiry, allowing inferences to be drawn provided the sample is representative 
of the larger population (Burns & Grove, 2009). The use of a quantitative correlational 
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design is consistent with other studies of nursing leadership styles. Moreover, past 
studies using this design have suggested expansion of their research findings to 
investigate how nurse leaders influence organisational outcomes and performance 
(Abdualrub & Alghamdi, 2012). 
 
5.3. Setting 
 
Burns and Grove (2009) informed that descriptive correlational quantitative research is 
often conducted in field settings. The current study was conducted in five public 
hospitals in Saudi Arabia: King Khalid Hospital, Hail General Hospital, Maternity and 
Pediatric Hospital, Baqa Hospital and Moqaq Hospital. The participating hospitals are 
under the umbrella of the MoH. They vary in their capacity and nursing standards and 
have different policies on nursing leadership styles for leaders and managers. The 
researcher did not face any obstacles seeking ethical approval to conduct research in 
these hospitals, and received a supporting letter from the MoH in the Hail region 
addressed to the hospital directors.  
 
The first participating hospital was the King Khalid Hospital located in Hail, which was 
officially opened in 1983. The hospital is funded and supervised by the MoH and is one 
of the largest healthcare facilities in the Hail region, with a capacity of 280 beds. The 
hospital plays a major role in the delivery of medical services to all Saudi citizens free 
of charge. In addition, it has a centre for private patients and is a leading specialist 
hospital. Cases from across the Hail region are referred here for diagnosis and 
management. King Khalid Hospital provides clinical experience and training to medical 
and nursing students, as it is the only specialised hospital in the Hail region. Nursing 
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Services at King Khalid Hospital encompass approximately 439 nurses of over 11 
different nationalities, with 141 Saudi nurses and 298 non-Saudis. The continuing 
nursing education in the hospital provides nursing education and training for all Hail 
region nurses. 
 
The second participating hospital is Hail General Hospital, which is supervised by the 
MoH and which functions as a research facility. It was the first hospital in the Hail 
region, commencing its operations in July 1959. It provides comprehensive healthcare 
and specialist treatment services for the public. The hospital receives referrals from 
tertiary hospitals across the region, except for trauma cases. The hospital employs 244 
nurses, staff and assistants and has a capacity of 245 beds. Most medical specialties are 
available at Hail General Hospital and it is the second largest hospital in the Hail region 
after King Khalid Hospital. 
 
The third hospital studied was the Maternity and Children’s hospital. It commenced 
operations in 2002, providing comprehensive healthcare and specialist treatment 
services for female and child patients. It has a 135-bed capacity with a total nursing 
workforce of 163, encompassing 125 Saudi nationals and 38 expatriates. 
 
The fourth hospital was Baqa Hospital, a general tertiary care hospital. Established in 
July 2001 and with a capacity of 60 beds, it provides all healthcare services free of 
charge to all patients from Baqa province and the rural and north eastern areas in the 
Hail region. The MoH also operates this hospital, and the total nursing workforce is 44. 
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The fifth and final hospital studied was Moqaq Hospital, a MoH hospital in the western 
Hail region. The hospital was established in 1985 and has a total of 50 beds and 35 
nurses. Moqaq Hospital offers medical services to patients free of charge.  
 
5.4. Sampling Strategy 
 
A total sample of 954 nurse managers and staff nurses was invited to participate in the 
study. The invitation letter, written in plain English (see Appendix F), was delivered to 
all invitees via the nursing education supervisor in each hospital. The total number of 
nurse managers in the five hospitals was identified as 45. However, only 33 agreed to 
participate. Of the staff nurses who were invited, 315 agreed to participate.  
 
A numerical code (ranging from 1 to 5) was utilised to identify each of the five 
hospitals participating in the survey. Each ward/unit manager was allocated an 
alphabetical code (for example, hospital 1 ICU unit (1B)). Once the nurse manager 
elected to participate by returning their survey, their staff were invited to participate 
using the hospital/ward code (see Appendix G). These codes were written in the space 
allocated for the ‘Name of Leader’ in the first section of the MLQ form. This helped to 
match each nurse manager’s survey with those of his/her staff. Avolio and Bass (2000) 
argued that there is no specific size of rater group requirement (minimum or maximum) 
for a single leader assessment when using the MLQ 5X Short Rater Form. 
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5.5. Instrument 
 
For data collection, two self-report survey instruments were utilised. These were the 
MLQ 5X Short Leader and Rater Forms (see Appendices D and E). A demographic 
questionnaire was developed by the researcher for use alongside these forms (see 
Appendix H). The MLQ was employed to collect data for the predictor variables of 
transformational, transactional and laissez-faire leadership styles, and to predict the 
outcome variables of staff willingness to exert extra effort at work, staff job satisfaction 
and staff perception of managers’ leadership effectiveness. 
 
5.5.1. The MLQ 
 
In conducting the study, the researcher utilised an instrument developed by Bass and 
Avolio (2000) which is popularly known as the Multifactor Leadership Questionnaire 
(MLQ). The researcher sought permission to use the instrument from the original 
authors, who in turn approved and gave approval to the researcher to buy the actual 
instrument (Appendix C). In its revised form (MLQ 5x-short), the MLQ measures the 
full range of leadership styles grouped into three broad categories: transformational 
leadership, transactional leadership and non-transactional leadership style or passive-
avoidant behaviour. It also measures the outcomes of leadership. The MLQ is 
considered the foremost instrument for research associated with transformational 
leadership and has been reported to be ‘one of the most widely used instruments to 
measure transformational and transactional leadership behaviors in the organisational 
sciences’ (Tejeda, Scanura & Pillal, 2001, p. 31). To help to strengthen the 
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measurement factors that were explored in this study, standardised questionnaires were 
used. Survey research is usually high in reliability (Babbie, 2009). 
 
Since the development of the MLQ in 1985, it has gone through several modifications, 
reviews and assessments concerning its usage and applicability. In 1995, the instrument 
was revised to make it more comprehensive, resulting in the version known as the MLQ 
5X-Short. This version is a 45-item questionnaire, which asks both the leader and the 
selected followers (or staff) to rate the frequency of actions and behaviours of the leader 
on a 5-point Likert scale, from 0 (not at all) to 4 (frequently, if not always). Leaders and 
staff use the MLQ 5X-Short Leader Form and MLQ 5X-Short Rater Form, respectively.  
 
In its revised form (MLQ 5X-Short), the MLQ measures the full range of leadership 
styles outlined in Bass’s model, grouped into the three broad categories of 
transformational, transactional and laissez-faire leadership. The MLQ also measures the 
outcomes of leadership. In the MLQ 5X-Short, the leadership styles are measured by 
items corresponding to each of the dimensions associated with that style. Table 5.1 
summarises the distribution of items that comprises the MLQ 5X-Short questionnaire. 
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Table 5.1 
Distribution of Items on the MLQ 5X-Short 
Multifactor Leadership  
Questionnaire Scales 
No. of 
Items 
Item  
Number 
Transformational Leadership Factors 
1. Idealised Influenced (Attributed) 
2. Idealised Influenced (Behavioural) 
3. Inspirational Motivation 
4. Intellectual Stimulation 
5. Individualised Consideration 
 
 
4 
4 
4 
4 
4 
 
 
10, 18, 21, 25 
6, 14, 23, 34 
9, 13, 26, 36 
2, 8, 30, 32 
15, 19, 29, 31 
 
Transactional Leadership Factors 
1. Contingent Reward 
2. Management-by-exception (Active) 
3. Management-by-exception (Passive) 
 
Laissez-faire Leadership 
 
Outcomes 
1. Extra Effort 
2. Effectiveness 
3. Satisfaction 
 
Total 
 
4 
4 
4 
 
4 
 
 
3 
4 
2 
 
45 items 
 
1, 11, 16, 35 
4, 22, 24, 27 
3, 12, 17, 20 
 
5, 7, 28, 33 
 
 
39, 42, 44 
37, 40, 43, 45 
38, 41 
 
Before using the MLQ, the researcher sought permission from the original authors, who 
gave approval for the researcher to buy the instrument (see Appendix C).  
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5.5.2. Advantages of the MLQ 
 
The MLQ assesses perceptions of leadership behaviour based on both the effective and 
the ineffective ends of the range. At the ineffective end, the laissez-faire leadership style 
represents an avoidance of responsibility and leadership action, while at the effective 
end, transformational leadership brings higher order development and performance 
effects. Owing to the broad range of leadership styles measured by the MLQ, this 
instrument is considered effective and suitable for implementation at all levels of 
administration and production, and across all organisation types (Avolio & Bass, 2003). 
 
Other important advantages of the MLQ include its ability to be used as a professional 
development tool (as described in Section 4.7) and its comprehensive measurement 
capabilities. Regarding the latter point, on different levels, the tool can be used to assess 
perceptions of the leadership effectiveness of team leaders, supervisors, managers and 
executives. In non-supervisory projects, the behaviour of leaders can be observed by 
their co-workers. Similarly, to provide ratings of leadership styles and leaders, the MLQ 
can be used by peers or through direct report in any organisation or industry. Even 
clients or customers can serve as sources for MLQ ratings (Avolio & Bass, 2004).  
 
The MLQ 5X-Short has been used worldwide in approximately 200 research programs, 
Doctoral dissertations and Master’s theses (Avolio & Bass, 2003). It has been shown 
that the MLQ factors can be universally applied across cultures, and the instrument has 
been used in a few studies conducted in the Middle East, including in Saudi Arabia 
(Abdualrub & Alghamdi, 2012; Al-Hosis et al., 2013; Suliman, 2009). It is thus an 
excellent choice for application in the present study. 
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5.6. Demographics 
 
A demographic section was developed as part of the questionnaire to collect background 
information on both the nurse managers and the nursing staff (see Appendix H). This 
section sought general information on the participant’s age, gender, nationality and 
highest level of education, as well as professional information, including the number of 
years of holding a nursing qualification, number of years employed in the current 
position and number of years of nursing experience in Saudi Arabia and overseas. 
Leaders were also asked whether they held any formal management qualifications or 
had participated in any training concerning leadership or management. 
 
5.7. Validity and Reliability 
 
The correctness of measurements in a study is affected by reliability and validity. 
According to Babbie (2004) and Trochim (2001), validity is the degree to which the 
functional variable correctly signifies the theoretical concept it aims to measure. 
Expressed differently, a valid instrument accurately calculates that which it was likely 
to calculate (Creswell, 2005). For an instrument to be reliable, repeated use of the 
measure must attain similar values. Babbie (2009) asserted that survey research is 
usually high in reliability. Uniform surveys were used because they could help to 
reinforce the measurement factors that were found in this study.  
 
Avolio and Bass (2004) claim that the MLQ 5X-Short has excellent construct validity. 
Indeed, this has been repeatedly confirmed since the measure’s development in 1985 
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(Antonakis & House, 2002; Antonakis et al., 2003; Avolio, 1999; Bass, 1985; Bass & 
Avolio, 1994, 2000; Hartog, Van Muijen & Koopman, 1997; Muenjohn and Armstrong, 
2008; Vandenberghe, 2002; Yammarino & Bass, 1990). The instrument’s construct 
validity supports its reliability (Mertens, 2009). In light of its validity and reliability, the 
MLQ has been used in a wealth of research studies and has been translated into more 
than a dozen languages.  
 
Reliability is generally measured using Cronbach’s alpha. When the alpha score is close 
to one, the instrument is measuring what it is likely to measure (Creswell, 2005).  
 
5.8. Data Collection 
 
The education departments at the participating hospitals were involved in the 
distribution of the MLQ surveys. The continuing nursing education supervisor was 
responsible for distributing the MLQ to the nurse managers and then to the staff of those 
managers that agreed to participate. The participants returned the survey via a locked 
return box placed in each ward. Only the researcher could access the return box.  
 
5.8.1. Data Collection Procedure 
 
The collection of the data was carried out in two phases. The first phase involved the 
nursing unit managers at the hospitals, while the second phase involved the nursing staff 
under those managers who participated. Each phase had two parts: the demographic 
survey and the MLQ. Respondents also had to be acquainted with the questionnaires 
and any misunderstandings that arose had to be clarified. 
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5.8.1.1. Phase 1 
 
Phase one of the data collection involved the nurse managers, who were mainly in 
charge of units. This phase allowed the nursing leaders to provide a personal assessment 
of their own leadership styles and to provide any recommendations where necessary. 
The nurse managers used the MLQ 5X-Short Leader Form to rate their leadership 
performance. 
 
5.8.1.1.1. Leader Demographics 
 
The personal assessments of nurse managers in charge of staff in the Hail region were 
critical for this study. The researcher was introduced to them, which allowed for formal 
understanding and cooperation between the two parties for the length of the study. An 
adequate number of nursing leaders attended the information session that was held to 
inform them about the research and its main purpose. The number of leaders required to 
participate in the study had to be adhered to, and they were asked to volunteer according 
to that specific number. Those who agreed to participate were then taken through the 
process of completing and submitting the demographic questionnaire. Any clarifications 
were made to ensure that the data collection occurred seamlessly. 
 
A total of 33 nurse managers from across the five MoH hospitals in the Hail region of 
Saudi Arabia participated in the study. This included both male and female managers to 
capture the perspectives of both genders regarding the quality of leadership in MoH 
hospitals. Following the completion and submission of these demographic surveys, the 
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nurse managers were allocated an identification code according to the hospital and 
department or ward in which they worked. For example, for hospital 1, the Intensive 
Care Unit was given the code 1B. These codes were very helpful in the administration 
of the MLQ surveys, which were distributed directly to the wards, and for comparison 
of each leader’s self-reported leadership style with the perceptions of his/her staff.  
 
5.8.1.1.2. MLQ Leader Form 
 
In this part of Phase One, the MLQ was used in the collection of data from the nursing 
leaders regarding their leadership styles and self-perceived effectiveness. This part of 
the data collection was vital since it allowed for self-assessment by the nursing leaders 
at the MoH hospitals.  
 
The data collection from the nursing leaders was carried out over a short duration, as the 
sample was smaller than for the nursing staff. The collection of data from these leaders 
was done in a confidential manner, and their privacy was assured and ensured. The 
MLQs were accompanied by a plain language statement, informing the nurse managers 
on the conduct of the study, its aims, expected benefits and their right to withdraw. As 
mentioned above, the questionnaires were coded to aid in administration, and matching 
between the perceptions of the nursing leader and his/her followers. 
 
5.8.1.2. Phase 2 
 
Phase two of the data collection involved the nursing staff, who were given the 
opportunity to assess their leaders’ leadership style and related outcomes. 
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5.8.1.2.1. Staff Demographics 
 
The nursing staff under the leaders that agreed to participate in the study were also 
invited to participate. These staff nurses were assured of their anonymity, which 
allowed them not to fear any repercussions based on their responses. To this end, 
nursing staff were identified by codes corresponding to that of their leader, rather than 
by name. This prevented response bias.  
 
A total of 315 staff nurses participated in the study. They mainly worked in the wards or 
in other hospital units. The first part of Phase Two mainly involved the demographic 
survey of the nursing staff working under the nurse managers in the units or wards. This 
was done immediately after the survey of the nurse managers.  
 
5.8.1.2.2. MLQ Rater 
 
The MLQ Rater Form in English was presented to the participating nursing staff by the 
education supervisors. Respondents included Saudi nationals and expatriates. Thus, 
using English helped to ensure equality and congruency in responses. English is the 
dominant language used in the health sector in Saudi Arabia.  
 
As for the leaders, a conduct statement was distributed to the nursing staff along with 
the MLQ explaining the conduct of the study, its aims, the expected benefits and their 
right to withdraw. Codes were used in the space reserved for the name of the Rater, to 
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ensure staff nurse anonymity, and to allow the questionnaires from the nursing staff to 
be matched to their nurse leaders.  
 
5.9. Data Analysis 
 
SPSS Version 19 was used for the statistical analysis. The first set of analyses involved 
generating the statistics for describing the demographics and general profile of the 
respondents (descriptive statistics). Frequency distributions were generated for each of 
the demographic and descriptive variables. The second set of analyses involved 
analysing the item reliability for each of the subscales. Cronbach’s alpha coefficients 
were generated for each of the subscales and separate analyses were done for the data 
arising from the leaders and those arising from the staff. 
 
The third set of analyses involved aggregating the scale scores for each group of staff 
belonging under the same target leader. Using these aggregated scores, descriptive 
statistics (mean and standard deviations) and bivariate correlations were generated. This 
set of analyses was used to address the first three research questions. The last research 
question was addressed by running an independent samples t-test to assess the statistical 
difference in the mean scores between the staff and leaders. 
 
A series of three confirmatory factor analyses (CFA) were conducted to assess the 
factor structure of the MLQ. The first measurement model that was tested analysed the 
transformational leadership items, the second model was focused on the transactional 
leadership items and the third model combined the laissez-faire leadership items and the 
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outcome variable items of satisfaction, effectiveness and extra effort. The CFAs were 
conducted using EQS 6.1 and maximum-likelihood (ML) estimation procedures.  
 
The patterns of leadership styles were assessed across various demographic and 
personal background variables. Separate analyses were conducted using responses from 
the staff and the leaders. For categorical variables like gender, age group, nationality 
and qualifications held, an independent samples t-test or ANOVA was conducted, 
depending on the number of groups being compared. For the variables of total years of 
experience, experience working in Saudi Arabia, experience working in other countries 
and experience as staff/leader in the current hospital, bivariate correlation analyses were 
conducted. 
 
5.10. Variables 
 
This research involved two independent variables: the nurse managers’ perception of 
their own leadership style and the staff nurses’ perception of their nurse managers’ 
leadership style. Leadership style was further classified as transformational, 
transactional or laissez-faire, with these being further divisible into five, three and one 
factor, respectively. The dependent variables of this study, having evolved through the 
course of revision and refinement of the MLQ, were the organisational outcomes of 
staff willingness to exert extra effort, staff perceptions of leaders’ effectiveness and staff 
job satisfaction.  
 
Specifically, transformational leadership has been found significantly correlated to 
satisfaction through elevating the follower’s needs from basic to self-actualisation 
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(Bass, 1985). According to Kvist et al. (2013), transformational leadership promotes 
nurse and patient outcomes, and Bass (1985) informed that transformational leadership 
elevates the follower’s performance beyond expectations, indicating a significant 
correlation with willingness to exert extra effort. 
 
5.11. Ethical Considerations 
 
This section discusses the ethical considerations of the study and the measures taken to 
ensure the confidentiality of the participants. It also covers the data management and 
storage procedures. 
 
5.11.1. Human Ethics Approvals 
 
Approval for the conduct of the research project, including the methodology used for 
data collecting, was obtained from the RMIT University College Human Ethics 
Advisory Network on 30 March 2011 (see Appendix A) and from the Saudi MoH on 15 
Decemeber 2010 (see Appendix B). The Participant Information Sheet outlined that the 
research would be conducted in a manner than ensured confidentiality, and that 
participation would be voluntary and not involve any financial, physical or emotional 
risks (Creswell, 2005; Neuman, 2006).  
 
5.11.2. Confidentiality 
 
Participation was voluntary and consent to participate was implied by the return of the 
anonymous survey. A potential risk for participants involved in this study was fear of 
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repercussions from their nurse managers in rating them. To lower this risk, participants 
were contacted regarding the survey by the nursing education supervisors rather than 
their managers. Moreover, the nurse managers were not provided with any information 
about the research participants from their units. The nurse managers themselves were 
given codes to de-identify them. These codes were used on the questionnaires given to 
staff to match them with their leaders. Further, sealed return boxes were placed in every 
ward for the anonymous and secure submission of surveys.  
 
5.11.3. Data Storage 
 
The researcher ensured all research data and results were kept secure, with access 
limited to the researcher to protect the privacy and confidentiality of the participants. 
All electronic data were stored on a password-protected laptop computer, owned by the 
researcher, while the data were being collected and analysed in Saudi Arabia. All data 
travelled with the PhD student researcher in the cabin of the airplane while in transit. 
Upon return to Australia, data were stored on the RMIT University server and password 
protected, with only the researcher having access. Hard copy data (e.g., the surveys) 
were collated and stored in a locked filing cabinet at the researcher’s residence and then 
transferred to a locked filing cabinet at RMIT University. 
 
5.12. Summary 
 
This chapter was an in-depth explanation of the methodology employed in this research 
study, which sought to explore the leadership style of nurse managers working in MoH 
hospitals in the Hail region of Saudi Arabia. The research methodology involved 
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collecting data using the MLQ 5X-Short Leader and Rater Forms, which are known to 
be valid and reliable, and which are often used in scholarly research. Descriptive and 
inferential statistical analyses were used to analyse the data. The methodology used for 
this study was the descriptive correlational quantitative design. 
 
The population of this study included nurse managers and staff nurses supervised by the 
participating manager. Invitations to participate were distributed to nursing leaders and 
their staff via the nursing education office at each of the five participating hospitals. 
Participation was voluntary. To achieve maximum participation, extreme care was taken 
to protect the confidentiality of all participants.  
 
Chapter 6 presents the results obtained from the statistical analyses conducted on the 
survey responses attained for this study to answer the research questions. 
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Chapter 6: Results  
 
 
6.1. Introduction 
 
Chapter 6 presents the survey results and the data analysis for the research study as 
proposed in Chapter 5. As stated previously, the purpose of this study was to assess the 
leadership styles of nurse managers working at MoH hospitals in the Hail region of 
Saudi Arabia, and to explore the correlation of their perceived leadership styles to 
certain organisational outcomes, including leader effectiveness, staff job satisfaction 
and staff willingness to exert extra effort. This chapter presents the participants’ 
demographic information, the scale reliability analysis, the exploratory factor analysis, 
the MLQ CFA and the patterns of nursing leadership based on gender, age, nationality 
and level of work experience.  
 
6.2. Respondents 
 
Data for this study came from two sets of respondents. The first set comprised 33 
leaders, while the second set comprised 315 staff. Females for both groups were the 
majority, at 85% of leaders and 92% of staff (see Table 6.1). The age groups differed 
slightly between the sets, with most staff in the 20–30 year age bracket (59%), while the 
leaders fell in their greatest number into the 31–40 year age bracket (42%) (see Table 
6.2). 
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The sets were relatively diverse in terms of their nationality composition. However, a 
substantial proportion of the respondents from both groups were Saudi nationals (45% 
for leaders, 34% for staff), Filipino (24% for leaders, 36% for staff) and Indian (27% for 
leaders, 26% for staff). Other nationalities included Bangladeshi, Chinese, Tunisian, 
Jordanian, Pakistani and Indonesian (see Table 6.3 for the breakdown). 
 
6.3. General Demographic Data 
 
Table 6.1 
Distribution of Respondents by Sex 
 Leaders (n=33) Staff (n=315 ) 
Sex Frequency % Frequency % 
Male 5 15.2 26 8.3 
Female 28 84.8 289 91.7 
Total 33 100.0 315 100.0 
 
Table 6.2 
Distribution of Respondents by Age 
 Leaders (n=33) Staff (n=315 ) 
Age Bracket Frequency % Frequency % 
20–30 9 27.3 185 58.7 
31–40 14 42.4 73 23.2 
41–50 7 21.2 30 9.5 
51–64 3 9.1 27 8.6 
Total 33 100.0 315 100.0 
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Table 6.3 
Distribution of Respondents by Nationality 
 Leaders (n=33) Staff (n=315 ) 
Nationality Frequency % Frequency % 
Saudi 15 45.5 108 34.3 
Philippines 8 24.2 115 36.5 
Indian 9 27.3 83 26.3 
Bangladesh   1 .3 
China   2 .6 
Tunisian 1 3.0 1 .3 
Jordanian   2 .6 
Pakistani   2 .6 
Indonesian   1 .3 
Total 33 100.0 315 100.0 
 
In terms of the number of years of overall work experience, the leaders group was 
relatively equally distributed across the different brackets, with 24% indicating 11–15 
years. For the staff group, half of them indicated 1–5 years of experience (see Table 6.4 
for the breakdown). Almost half of the leaders (45%) had 6–10 years of work 
experience in Saudi Arabia, while almost half of the staff (46%) had 1–5 years of work 
experience in Saudi Arabia (see Table 6.5 for a detailed breakdown). 
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Table 6.4 
Distribution of Respondents by Years of Experience 
 Leaders (n=33) Staff (n=315 ) 
Number of Years Frequency % Frequency % 
< one    9 2.9 
1–5  6 18.2 156 49.5 
6–10  7 21.2 58 18.4 
11–15  8 24.2 41 13.0 
16–20  6 18.2 17 5.4 
>20  6 18.2 34 10.8 
Total 33 100.0 315 100.0 
 
Table 6.5 
Distribution of Respondents by Years of Experience in Saudi Arabia 
 Leaders (n=33) Staff (n= 315) 
Nationality Frequency % Frequency % 
< 1 year   48 15.2 
1–5 years 6 18.2 146 46.3 
6–10 years 15 45.5 73 23.2 
11–15 years 4 12.1 22 7.0 
16–20 years 5 15.2 16 5.1 
>20 years 3 9.1 10 3.2 
Total 33 100.0 48 15.2 
 
The majority of leaders (68%) had no work experience in other countries, while a 
majority of the staff (69%) had less than 1 year of work experience in other countries. 
The categories of leaders having 6–10 years or 11–15 years of work experience in other 
countries comprised 15% of the sample each (see Table 6.6 for the breakdown). 
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Table 6.6 
Distribution of Respondents by Years of Experience in Other Countries  
 Leaders (n=33) Staff (n= 315) 
 Frequency % Frequency % 
None 22 66.7   
< 1 year   218 69.2 
1–5 years   9 2.9 
6–10 years 5 15.2 56 17.8 
11–15 years 5 15.2 24 7.6 
16–20 years   2 .6 
> 20 years   4 1.3 
7 1 3.0 2 .6 
Total 33 100.0 315 100.0 
 
Most of the leaders had a diploma (79%) as their highest qualification, followed by a 
Bachelor’s degree (12%) or a Master’s degree (9%). For the staff, more than half had a 
Diploma (56%), and a substantial number had a Bachelor’s degree (41%) (see Table 6.7 
for the breakdown). Almost half (45%) of the leaders had graduated in Saudi, while the 
remainder were almost equally distributed between having graduated in the Philippines 
(24%) or India (27%). For the staff, a little over one-third had graduated in Saudi 
(35%), with another third graduating in the Philippines (39%) (see Table 6.8 for the 
breakdown). 
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Table 6.7 
Distribution of Respondents by Qualifications Held  
 Leaders (n=33) Staff (n=315 ) 
Qualification Frequency % Frequency % 
Diploma 26 78.8 175 55.6 
Associate Degree   4 1.3 
Bachelor Degree 4 12.1 129 41.0 
Master Degree 3 9.1 7 2.2 
Total 33 100.0 315 100.0 
 
Table 6.8 
Distribution of Respondents by Country of Graduation  
 Leaders (n=33) Staff (n=315 ) 
 Frequency % Frequency % 
Saudi 15 45.5 110 34.9 
Philippines 8 24.2 121 38.4 
India 9 27.3 75 23.8 
Bangladesh   1 .3 
China   2 .6 
Tunisian 1 3.0 1 .3 
Jordan   2 .6 
Pakistan   2 .6 
Indonesia   1 .3 
Total 33 100.0 315 100.0 
 
Most leaders (76%) and staff (93%) indicated that they did not have any formal 
management qualifications (see Table 6.9). The majority of both groups had not 
participated in any leadership training in the last year (see Table 6.10). 
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Table 6.9 
Distribution of Respondents (Had Formal Management Qualifications) 
 Leaders (n=33) Staff (n=315 ) 
Responses Frequency % Frequency % 
Yes 8 24.2 22 7.0 
No 25 75.8 293 93.0 
Total 33 100.0 315 100.0 
 
Table 6.10 
Distribution of Respondents (Participation in Leadership Training Last Year)  
 Leaders (n=33) Staff (n= 315) 
Responses Frequency % Frequency % 
Yes 8 24.2 18 5.7 
No 25 75.8 297 94.3 
Total 33 100.0 315 100.0 
 
Almost one-fourth (24%) of the leaders had 6–7 years of experience in their current 
hospital. Those who indicated 1–2 years or 3–5 years represented 18% of the leader 
respondents. Around 12% had less than one year of experience, while 15% had more 
than 10 years of experience as a leader in their current hospital (see Table 6.11). 
Experience as a staff member in the current hospital was 3–5 years for almost one-third 
of the staff (29%). Around 21% had less than one year of experience, and around 14% 
had eight or more years of experience (see Table 6.11). 
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Table 6.11 
Distribution of Respondents (Experience as Leader/Staff in Current Hospital)  
 Leaders (n=33) Staff (n=315 ) 
 Frequency % Frequency % 
< one Year 4 12.1 66 21.0 
1–2 Years 6 18.2 58 18.4 
3–5 Years 6 18.2 93 29.5 
6–7 Years 8 24.2 56 17.8 
8–10 Years 4 12.1 21 6.7 
> 10 Years 5 15.2 21 6.7 
Total 33 100.0 315 100.0 
 
6.4. Scale Reliability Analysis 
 
Scale reliabilities were determined by generating the Cronbach’s alpha (α) coefficients 
for each of the subscales. Separate reliability analyses were conducted for the data for 
the leader and staff groups. Table 6.12 presents the reliability coefficients for each of 
the subscales. 
 
The reliability analysis of the subscales using staff scores indicated that almost all of the 
scales had acceptable α coefficients. The often-used cut-off is .70 for the scale to be 
considered reliable. Some of the scales (staff form) had high reliability coefficients: 
‘effectiveness’ (α=.89). However, some of the scales fell slightly short of the .70 cut-
off: intellectual stimulation (α=.67), management-by-exception (active) (α=.66), 
management-by-exception (passive) (α=.65) and laissez-fair leadership (α=.69). 
 
The reliability coefficients based on the responses from the leaders were below the 0.70 
cut off for almost all of the scales, except for management-by-exception (passive) 
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(α=.72), laissez-fair leadership (α=.74) and satisfaction (α=.87). Of the remaining 
scales, some scales had extremely low coefficients: idealised influenced (attributed) 
(α=.15), management-by-exception (active) (α=.11). 
 
Table 6.12 
Reliability Analysis Outputs 
Multifactor Leadership  
Questionnaire Scales 
No. of 
Items 
Item  
Number 
α 
(staff) 
α 
(leader) 
 
Transformational Leadership Factors 
6. Idealised Influenced (Attributed) 
7. Idealised Influenced (Behavioural) 
8. Inspirational Motivation 
9. Intellectual Stimulation 
10. Individualised Consideration 
 
Transactional Leadership Factors 
4. Contingent Reward 
5. Management-by-exception 
(Active) 
6. Management-by-exception 
(Passive) 
 
Laissez-faire Leadership 
Extra effort 
Effectiveness 
Satisfaction  
 
Total 
 
 
4 
4 
4 
4 
4 
 
 
4 
4 
 
4 
 
 
4 
3 
4 
2 
 
45 
 
 
10, 18, 21, 25 
 6, 14, 23, 34 
9, 13, 26, 36 
2, 8, 30, 32 
15, 19, 29, 31 
 
 
1, 11, 16, 35 
4, 22, 24, 27 
 
3, 12, 17, 20 
 
 
5, 7, 28, 33 
39, 42, 44 
37, 40, 43, 45 
38, 41 
 
 
.71 
.75 
.83 
.67 
.78 
 
 
.81 
.66 
 
.65 
 
 
.69 
.82 
.89 
.79 
 
 
.15 
.46 
.66 
.50 
.51 
 
 
.63 
.11 
 
.72 
 
 
.74 
.59 
.62 
.87 
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6.5. Descriptive Statistics for the Subscales 
 
The scores of staff under the same leader were aggregated to generate an average score 
per group. In effect, the data from the 315 staff were reduced to 33 scores corresponding 
to each of the 33 leader respondent scores. Prior to the main analysis, descriptive 
statistics (mean, standard deviations and correlations) were generated to provide an 
overall description of the subscales. Table 6.13 presents the summary of the means and 
standard deviations, while Tables 6.14 and 6.15 present the correlation matrixes. 
 
Table 6.13 
Means and Standard Deviations 
 Staff Leaders 
Subscales M SD M SD 
1. Idealised Influence 
(Attributed) 
2.48 .53 2.57 .59 
2. Idealised Influenced 
(Behavioural) 
2.39 .53 2.80 .54 
3. Inspirational Motivation 2.46 .57 2.91 .67 
4. Intellectual Stimulation 2.28 .50 2.57 .71 
5. Individualised Consideration 2.35 .55 3.11 .59 
6. Contingent Reward 2.35 .55 3.11 .59 
7. Management-by-exception 
(Active) 
2.29 .43 2.06 .61 
8. Management-by-exception 
(Passive) 
1.57 .50 2.85 .92 
9. Laissez-faire Leadership 1.58 .48 3.12 .85 
10. Extra Effort 2.50 .59 2.82 .72 
11. Effectiveness 2.48 .60 3.04 .56 
12. Satisfaction  2.54 .60 3.24 .67 
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  Table 6.14 
C
orrelation M
atrix of Aggregate Scores (Staff) 
 Subscales 
 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
1. 
Idealised Influence (A
ttributed) 
 
1 
.834
** 
.869
** 
.889
** 
.872
** 
.872
** 
.708
** 
-.254 
-.256 
.821
** 
.821
** 
.864
** 
2. 
Idealised Influenced (B
ehavioural) 
 .834
** 
1 
.947
** 
.865
** 
.910
** 
.910
** 
.735
** 
-.413
* 
-.460
** 
.825
** 
.845
** 
.853
** 
3. 
Inspirational M
otivation 
 .869
** 
.947
** 
1 
.879
** 
.893
** 
.893
** 
.694
** 
-.428
* 
-.474
** 
.870
** 
.909
** 
.882
** 
4. 
Intellectual Stim
ulation 
 .889
** 
.865
** 
.879
** 
1 
.886
** 
.886
** 
.695
** 
-.260 
-.263 
.800
** 
.842
** 
.814
** 
5. 
Individualised C
onsideration 
 .872
** 
.910
** 
.893
** 
.886
** 
1 
1.000
** 
.655
** 
-.306 
-.363
* 
.845
** 
.867
** 
.867
** 
6. 
C
ontingent R
ew
ard 
 .872
** 
.910
** 
.893
** 
.886
** 
1.000
** 
1 
.655
** 
-.306 
-.363
* 
.845
** 
.867
** 
.867
** 
7. 
M
anagem
ent-by-exception (A
ctive) 
 .708
** 
.735
** 
.694
** 
.695
** 
.655
** 
.655
** 
1 
-.230 
-.164 
.576
** 
.585
** 
.619
** 
8. 
M
anagem
ent-by-exception (Passive)  -.254 
-.413
* 
-.428
* 
-.260 
-.306 
-.306 
-.230 
1 
.833
** 
-.431
* 
-.491
** -.502
** 
9. 
Laissez-faire Leadership 
 -.256 
-.460
** -.474
** 
-.263 
-.363
* 
-.363
* 
-.164 
.833
** 
1 
-.417
* 
-.462
** -.488
** 
10. Extra Effort 
 .821
** 
.825
** 
.870
** 
.800
** 
.845
** 
.845
** 
.576
** 
-.431
* 
-.417
* 
1 
.919
** 
.937
** 
11. Effectiveness 
 .821
** 
.845
** 
.909
** 
.842
** 
.867
** 
.867
** 
.585
** 
-.491
** 
-.462
** 
.919
** 
1 
.944
** 
12. Satisfaction  
 .864
** 
.853
** 
.882
** 
.814
** 
.867
** 
.867
** 
.619
** 
-.502
** 
-.488
** 
.937
** 
.944
** 
1 
**. C
orrelation is significant at the 0.01 level (2-tailed). 
*. C
orrelation is significant at the 0.05 level (2-tailed). 
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  Table 6.15 
C
orrelation M
atrix of Scores (Leaders) 
 Subscales 
 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
1. 
Idealised Influence (A
ttributed) 
 
1 
0.332 
.399* 
.411* 
0.272 
0.272 
0.054 
-0.323 
-0.339 
.676** .528** 
.427* 
2. 
Idealised Influenced (B
ehavioural) 
 0.332 
1 
.670** 
.546** 
.670** 
.670** 
-0.05 
0.261 
0.202 
.480** .699** .620** 
3. 
Inspirational M
otivation 
 .399* 
.670** 
1 
.427* 
.517** 
.517** 
0.168 
0.318 
0.143 
.575** .577** 
.549** 
4. 
Intellectual Stim
ulation 
 .411* 
.546** 
.427* 
1 
.741** 
.741** 
-0.064 
0.18 
0.111 
.482** .616** .571** 
5. 
Individualised C
onsideration 
 0.272 
.670** 
.517** 
.741** 
1 
1.000** 
-0.014 
0.194 
0.116 
.431* 
.621** .678** 
6. 
C
ontingent R
ew
ard 
 0.272 
.670** 
.517** 
.741** 1.000** 
1 
-0.014 
0.194 
0.116 
.431* 
.621** .678** 
7. 
M
anagem
ent-by-exception (A
ctive) 
 0.054 
-0.05 
0.168 
-0.064 
-0.014 
-0.014 
1 
0.132 
0.336 
0.055 
-0.099 
0.011 
8. 
M
anagem
ent-by-exception (Passive)  -0.323 
0.261 
0.318 
0.18 
0.194 
0.194 
0.132 
1 
.717** 
-0.033 
0.103 
0.193 
9. 
Laissez-faire Leadership 
 -0.339 
0.202 
0.143 
0.111 
0.116 
0.116 
0.336 
.717** 
1 
-0.199 
0.039 
0.11 
10. Extra effort 
 .676** .480** 
.575** 
.482** 
.431* 
.431* 
0.055 
-0.033 
-0.199 
1 
.602** .617** 
11. Effectiveness 
 .528** .699** 
.577** 
.616** 
.621** 
.621** 
-0.099 
0.103 
0.039 
.602** 
1 
.725** 
12. Satisfaction  
 .427* 
.620** 
.549** 
.571** 
.678** 
.678** 
0.011 
0.193 
0.11 
.617** .725** 
1 
**. C
orrelation is significant at the 0.01 level (2-tailed). 
*. C
orrelation is significant at the 0.05 level (2-tailed). 
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6.6. Exploratory Factor Analysis 
 
The items pertaining to the different leadership styles were subjected to a principal 
components analysis (PCA), with direct oblimin rotation. The various indicators of 
factorability were good (KMO=.93, Barlett’s Test: χ2 =6289.82, p<.001). Three 
components with an eigenvalue greater than one emerged. Component 1 accounts for 
35% of the total variance, while components 2 and 3 individually contributed 9% and 
5%, respectively. The components and factor loadings of each item are summarised in 
Table 6.16. 
 
Table 6.16 
Summary of Principal Components Analysis (Leadership Styles) 
Item 
Component 
1 2 3 
31. Helps me to develop my strengths—Individualised 
Consideration 
.794   
30. Gets me to look at problems from many different angles—
Intellectual Stimulation 
.778   
36. Expresses confidence that goals will be achieved—
Inspirational Motivation 
.767   
21. Acts in ways that builds my respect—Idealised Influence 
(Attributed) 
.765   
26. Articulates a compelling vision of the future—Inspirational 
Motivation 
.763   
16. Makes clear what one can expect to receive when 
performance goals are achieved—Contingent Reward 
.755   
25. Displays a sense of power and confidence—Idealised 
Influence (Attributed) 
.751   
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Item 
Component 
1 2 3 
29. Considers me as having different needs, abilities, and 
aspirations from others—Individualised Consideration 
.743   
34. Emphasises the importance of having a collective sense of 
mission—Idealised Influence (Behavioural) 
.733   
35. Expresses satisfaction when I meet expectations—
Contingent Reward 
.726   
23. Considers the moral and ethical consequences of 
decisions—Idealised Influence (Behavioural) 
.721   
19. Treats me as an individual rather than just as a member of a 
group—Individualised Consideration 
.693   
18. Goes beyond self-interest for the good of the group—
Idealised Influence (Attributed) 
.681   
14. Specifies the importance of having a strong sense of 
purpose—Idealised Influence (Behavioural) 
.678   
13. Talks enthusiastically about what needs to be 
accomplished—Inspirational Motivation 
.652   
15. Spends time teaching and coaching—Individualised 
Consideration 
.642   
22. Concentrates his/her full attention on dealing with mistakes, 
complaints, and failures—Management-by-exception (Active) 
.634   
11. Discusses in specific terms who is responsible for achieving 
performance targets—Contingent Reward 
.614   
32. Suggests new ways of looking at how to complete 
assignments—Intellectual Stimulation 
.602   
27. Directs my attention toward failures to meet standards—
Management-by-exception (Active) 
.582   
9. Talks optimistically about the future—Inspirational 
Motivation 
.510   
1. Provides me with assistance in exchange for my efforts—
Contingent Reward 
.488   
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Item 
Component 
1 2 3 
6. Talks about his/her most important values and beliefs—
Idealised Influence (Behavioural) 
.443   
4. Focuses attention on irregularities, mistakes, exceptions, and 
deviations from standards—Management-by-exception (Active) 
.355   
33. Delays responding to urgent questions—Laissez-faire 
Leadership 
 .655  
3. Fails to interfere until problems become serious—
Management-by-exception (Passive) 
-.312 .641  
5. Avoids getting involved when important issues arise—
Laissez-faire Leadership 
 .638  
20. Demonstrates that problems must become chronic before 
taking action—Management-by-exception (Passive) 
 .625  
12. Waits for things to go wrong before taking action—
Management-by-exception (Passive) 
 .612  
28. Avoids making decisions—Laissez-faire Leadership  .610  
7. Is absent when needed—Laissez-faire Leadership  .610  
17. Shows that he/she is a firm believer in ‘‘If it ain’t broke, 
don’t fix it’’—Management-by-exception (Passive) 
 .473  
24. Keeps track of all mistakes—Management-by-exception 
(Active) 
.344 .404  
8. Seeks differing perspectives when solving problems—
Intellectual Stimulation 
  .683 
10. Instils pride in me for being associated with him/her—
Idealised Influence (Attributed) 
  .626 
2. Re-examines critical assumptions to question whether they 
are appropriate—Intellectual Stimulation 
.403  .568 
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The items pertaining to effectiveness, extra effort and satisfaction were also subjected to 
a separate PCA with direct oblimin rotation. The various indicators of factorability were 
good (KMO=.94, Barlett’s Test: χ2 =2360.57, p<.001). Three components with an 
eigenvalue greater than one emerged. Component 1 accounts for 69% of the total 
variance, while components 2 and 3 individually contributed 8% and 5%, respectively. 
The components and factor loadings of each item are summarised in Table 6.17. Based 
on the results of the PCA, the expected pattern of item loadings and groupings within 
components did not emerge. 
 
Table 6.17 
Summary of Principal Components Analysis (Outcome Variables) 
Items 
Component 
1 2 3 
42. Heightens my desire to succeed—Extra effort  .969   
43. Is effective in meeting organisational requirements—
Effectiveness 
.920   
44. Increases my willingness to try harder—Extra effort .895   
45. Leads a group that is effective—Effectiveness .872   
41. Works with me in a satisfactory way—Satisfaction .615   
39. Gets me to do more than I expected to do—Extra effort  .990  
40. Is effective in representing me to higher authority—
Effectiveness 
.310 .515  
37. Is effective in meeting my job-related needs—Effectiveness   .975 
38. Uses methods of leadership that are satisfying—Satisfaction   .840 
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6.7. Confirmatory Factor Analysis 
 
A series of three CFA were conducted to assess the factor structure of the MLQ. The 
first measurement model that was tested looked at the transformational leadership items, 
the second model was focused on the transactional leadership items and the third model 
combined the laissez-fair leadership items and the outcome variable items: satisfaction, 
effectiveness and extra effort. The CFAs were conducted using EQS 6.1 and maximum-
likelihood (ML) estimation procedures.  
 
The measurement models with their latent variables and the corresponding expected 
items that load into each one are presented in Figures 6.1 to 6.3. The fit indices for each 
of the tested model are summarised in Table 6.18. Generally, the results of the CFA 
indicated that the data-model fit was not adequate, particularly for Models 1 and 2. 
However, for Model 3, the indices reflected a reasonably adequate fit. Table 6.19 
(adopted from Hooper, Coughlan & Mullen, 2008) summarises the fit indices used and 
their acceptable thresholds. 
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Table 6.18 
Fit Indices of the CFA Models 
Fit Index 
Model 1 
Transformational 
Leadership 
Model 2 
Transactional 
Leadership 
Model 3 
Laissez-faire 
& Outcomes 
Chi-square χ2 571.11*** 
(df=160) 
146.77*** 
(df=51) 
229.63 
(df=59) 
Root mean square error of 
approximation (RMSEA) 
.07 .07 .08 
Normed fit index (NFI) .86 .86 .93 
Non-normed fit index 
(NNFI) 
.89 .87 .93 
Comparative fit index (CFI) .91 .91 .95 
 
Table 6.19 
Fit indices and their acceptable thresholds 
Absolute Fit Indices Acceptable Threshold Levels 
Chi-square χ2 Low χ2 relative to degrees of freedom with 
an insignificant p-value (p>.05) 
Root Mean Square Error of Approximation 
(RMSEA) 
Values less than .08 are adequate, less 
than .06 is good, less than .05 is excellent  
Normed fit index (NFI) At least .90 is adequate, values greater 
than .95 are excellent 
Non-normed fit index (NNFI) At least .90 is adequate, values greater 
than .95 are excellent  
Comparative fit index (CFI) At least .90 is adequate, values greater 
than .95 are excellent 
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ATTRI1
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0.55
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0.46
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Figure 6.1. Measurement model of transformational leadership factors 
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0.93
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REW2
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1.05
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1.13 0.44
1.14
0.64
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Figure 6.2. Measurement model of transactional leadership factors 
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Figure 6.3. Measurement model of laissez-faire leadership and outcome factors 
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6.8. Comparison of Leadership Styles 
 
This section is arranged according to the four research questions that guided this study. 
The last part of this section outlines the various leadership patterns identified. 
 
6.8.1. Question 1: What leadership styles are practised by nurse managers 
in Saudi Ministry of Health hospitals? 
 
To address this research question, the means and standard deviations of the leader 
scores were examined for patterns (see Table 6.20). It is logical to infer that a higher 
scale score would indicate a higher likelihood of endorsing that particular leadership 
style. By sorting the mean scores for the leaders as below, the following leadership 
styles emerged as dominant: Laissez-faire Leadership, Individualised Consideration and 
Contingent Reward. These leadership styles appear to be preferred by the leader 
respondents in the study. Management-by-exception (active) seems to be the least 
preferred leadership style.  
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Table 6.20 
The means and standard deviation scores for leaders 
Subscales M SD 
Satisfaction  3.24 .67 
Laissez-faire Leadership 3.12 .85 
Individualised Consideration 3.11 .59 
Contingent Reward 3.11 .59 
Effectiveness 3.04 .56 
Inspirational Motivation 2.91 .67 
Management-by-Exception (Passive) 2.85 .92 
Extra Effort 2.82 .72 
Idealised Influenced (Behavioural) 2.80 .54 
Idealised Influence (Attributed) 2.57 .59 
Intellectual Stimulation 2.57 .71 
Management-by-Exception (Active) 2.06 .61 
 
6.8.2. Question 2: What is the relationship between nurse mangers’ 
leadership styles and their effectiveness? 
 
To address this research question, the correlation values in Table 6.21 were examined. 
In particular, the relevant correlations were those between effectiveness and each of the 
leadership styles. 
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Table 6.21 
Correlation between effectiveness and leadership styles 
Leadership Styles Correlation (r) with effectiveness 
Idealised Influence (Attributed) .528** 
Idealised Influenced (Behavioural) .699** 
Inspirational Motivation .577** 
Intellectual Stimulation .616** 
Individualised Consideration .621** 
Contingent Reward .621** 
Management-by-exception (Active) -0.099 
Management-by-exception (Passive) 0.103 
Laissez-faire Leadership 0.039 
**. Correlation is significant at the 0.01 level (2-tailed). 
*. Correlation is significant at the 0.05 level (2-tailed). 
 
The correlation coefficients show that the following leadership styles have moderate to 
strong positive relationships with effectiveness: idealised influence (attributed), 
idealised influenced (behavioural), inspirational motivation, intellectual stimulation, 
individualised consideration and contingent reward. Results indicated that effectiveness 
has no relationship with the management-by-exception (active or passive) or laissez-
faire leadership styles. 
 
6.8.3. Question 3: Is there an association between the perceived leadership 
style of the nurse manager and subordinates’ willingness to exert extra 
effort and job satisfaction?  
 
To address this research question, the correlations in Table 6.22 were examined. Below 
are the extracted relevant correlation coefficients. 
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Table 6.22 
The correlation between leadership style with staff satisfaction and extra effort. 
Leadership Styles 
Correlation (r) with 
Extra Effort 
Correlation (r) with 
Satisfaction 
Idealised Influence (Attributed) .821** .864** 
Idealised Influence (Behavioural) .825** .853** 
Inspirational Motivation .870** .882** 
Intellectual Stimulation .800** .814** 
Individualised Consideration .845** .867** 
Contingent Reward .845** .867** 
Management-by-exception (Active) .576** .619** 
Management-by-exception (Passive) -.431* -.502** 
Laissez-faire Leadership -.417* -.488** 
**. Correlation is significant at the 0.01 level (2-tailed). 
*. Correlation is significant at the 0.05 level (2-tailed). 
 
The correlation analysis indicates that extra effort and satisfaction have significant 
strong positive correlations with the following leadership styles: Idealised Influence 
(Attributed), Idealised Influenced (Behavioural), Inspirational Motivation, Intellectual 
Stimulation, Individualised Consideration and Contingent Reward. Management-by-
exception (active) has a moderate significant positive relationship with both extra effort 
and satisfaction. The management-by-exception (passive) and laissez-faire leadership 
styles have moderate significant negative correlations with both extra effort and 
satisfaction. 
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6.8.4. Question 4: Is there a difference between the nurse managers’ 
perceptions of their own leadership style with how the managers’ 
subordinates perceive the managers’ leadership style? 
 
To address this research question, an independent sample t-test was conducted to 
compare the mean scores of the staff ratings and the leader ratings. Table 6.23 
summarises the results of the analysis. The second and third columns contain the mean 
scores of the staff and the leaders, respectively. The assessed statistical difference is 
presented in the fourth column. Finally, in the fifth column, the p-value indicates 
whether the mean difference is statistically significant (p<.05 is interpreted as 
significant). 
 
Table 6.23 
Mean scores of the staff and leader 
 Mean   
Leadership Styles Staff Leader T (df=64) p-value 
Idealised Influence (Attributed) 2.48 2.57 -0.64 0.52 
Idealised Influence (Behavioural) 2.39 2.80 -3.03*** 0.00 
Inspirational Motivation 2.46 2.91 -2.94** 0.01 
Intellectual Stimulation 2.28 2.57 -1.90 0.06 
Individualised Consideration 2.35 3.11 -5.51*** 0.00 
Contingent Reward 2.35 3.11 -5.51*** 0.00 
Management-by-exception (Active) 2.29 2.06 1.78 0.08 
Management-by-exception (Passive) 1.57 2.85 -7.05*** 0.00 
Laissez-faire Leadership 1.58 3.12 -9.03*** 0.00 
**. Correlation is significant at the 0.01 level (2-tailed). 
*. Correlation is significant at the 0.05 level (2-tailed). 
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Results indicated that staff and leader ratings significantly differed for all styles except 
idealised influence (attributed), intellectual stimulation and management-by-exception 
(active). In almost all cases, leaders tended to rate themselves higher compared with 
how their staff perceived them (with the exception of management-by-exception 
(active), where staff rated higher). 
 
6.8.5. Patterns of Leadership 
 
In the succeeding series of analyses, the patterns of leadership styles were assessed 
across various demographic and personal background variables. Separate analyses were 
conducted using responses from the staff and the leaders. For categorical variables like 
gender, age group, nationality and qualifications held, an independent samples t-test or 
ANOVA were conducted, depending on the number of groups being compared. For the 
variables of total years of experience, experience in Saudi Arabia, experience in other 
countries and experience as staff/leader in current hospital, bivariate correlation 
analyses were conducted. 
 
6.8.5.1. Gender 
 
Results of the t-tests comparing males and females across the various factors measured 
by the MLQ indicated that there were no gender differences for the staff data (see Table 
6.24). However, among the leaders, results showed that females had higher mean 
ratings for management-by-exception (passive) and laissez-faire leadership compared 
with the male respondents (see Table 6.25). 
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Table 6.24 
Mean Comparisons between Gender (Staff) 
!
Sex (Staff) 
! !
!
Male Female 
! !
Factors M SE M SE 
t 
(df=313) 
P 
Idealised Influenced 
(Attributed) 
2.74 0.19 2.51 0.05 1.27 0.21 
Idealised Influenced 
(Behavioural) 
2.64 0.15 2.46 0.05 1.02 0.31 
Inspirational Motivation 2.60 0.18 2.55 0.06 0.24 0.81 
Intellectual Stimulation 2.54 0.17 2.31 0.05 1.30 0.19 
Individualised 
Consideration 
2.66 0.18 2.39 0.06 1.41 0.16 
Contingent Reward 2.66 0.18 2.39 0.06 1.41 0.16 
Management-by-exception 
(Active) 
2.25 0.18 2.34 0.05 -0.54 0.59 
Management-by-exception 
(Passive) 
1.68 0.18 1.48 0.05 1.14 0.25 
Laissez-faire Leadership 1.55 0.22 1.48 0.05 0.34 0.73 
Extra Effort 2.60 0.19 2.56 0.06 0.19 0.85 
Effectiveness 2.71 0.18 2.54 0.06 0.84 0.40 
Satisfaction  2.79 0.21 2.58 0.06 0.96 0.34 
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Table 6.25 
Mean Comparisons between Gender (Leaders) 
!
Sex (Leaders) 
! !
!
Male Female 
! !
Factors M SE M SE 
t 
(df=31) 
p 
Idealised Influenced 
(Attributed) 
2.75 0.26 2.54 0.11 0.73 0.47 
Idealised Influenced 
(Behavioural) 
2.65 0.24 2.82 0.10 -0.64 0.52 
Inspirational Motivation 2.55 0.23 2.97 0.13 -1.30 0.20 
Intellectual Stimulation 2.35 0.30 2.60 0.14 -0.73 0.47 
Individualised 
Consideration 
2.75 0.40 3.18 0.10 -1.54 0.13 
Contingent Reward 2.75 0.40 3.18 0.10 -1.54 0.13 
Management-by-exception 
(Active) 
1.85 0.19 2.10 0.12 -0.83 0.41 
Management-by-exception 
(Passive) 
1.70 0.28 3.05 0.15 -3.54 0.00 
Laissez-faire Leadership 2.20 0.51 3.29 0.13 -2.90 0.01 
Extra Effort 2.93 0.34 2.80 0.14 0.38 0.71 
Effectiveness 2.85 0.22 3.07 0.11 -0.82 0.42 
Satisfaction  3.00 0.39 3.29 0.12 -0.87 0.39 
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6.8.5.2. Age Groups 
 
Results of the ANOVA comparing the various age groups indicated that there were no 
significant differences across any of the factors for either staff or leaders (see Tables 
6.26 and 6.27). 
 
Table 6.26 
Mean Comparisons across Age Groups (Staff) 
Factor Age group N M SE 
F 
(3,311) 
p 
Idealised Influence (Attributed) 20–30 185 2.53 .07 .313 .816 
! 31–40 73 2.59 .10 ! !
! 41–50 30 2.49 .17 ! !
! 51–64 27 2.41 .18 ! !
! Total 315 2.53 .05 ! !
Idealised Influence (Behavioural) 20–30 185 2.43 .06 .547 .651 
! 31–40 73 2.55 .11 ! !
! 41–50 30 2.58 .19 ! !
! 51–64 27 2.51 .17 ! !
! Total 315 2.48 .05 ! !
Inspirational Motivation 20–30 185 2.50 .07 .599 .616 
! 31–40 73 2.64 .12 ! !
! 41–50 30 2.55 .22 ! !
! 51–64 27 2.69 .16 ! !
! Total 315 2.55 .05 ! !
Intellectual Stimulation 20–30 185 2.38 .06 .875 .454 
! 31–40 73 2.34 .10 ! !
! 41–50 30 2.14 .17 ! !
! 51–64 27 2.20 .16 ! !
! Total 315 2.33 .05 ! !
Individualised Consideration 20–30 185 2.37 .07 .491 .689 
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Factor Age group N M SE 
F 
(3,311) 
p 
! 31–40 73 2.52 .11 ! !
! 41–50 30 2.36 .20 ! !
! 51–64 27 2.46 .15 ! !
! Total 315 2.41 .05 ! !
Contingent Reward 20–30 185 2.37 .07 .491 .689 
! 31–40 73 2.52 .11 ! !
! 41–50 30 2.36 .20 ! !
! 51–64 27 2.46 .15 ! !
! Total 315 2.41 .05 ! !
Management-by-exception (Active) 20–30 185 2.29 .06 .995 .396 
! 31–40 73 2.49 .10 ! !
! 41–50 30 2.29 .18 ! !
! 51–64 27 2.33 .19 ! !
! Total 315 2.34 .05 ! !
Management-by-exception (Passive) 20–30 185 1.50 .06 .228 .877 
! 31–40 73 1.51 .11 ! !
! 41–50 30 1.55 .15 ! !
! 51–64 27 1.37 .19 ! !
! Total 315 1.50 .05 ! !
Laissez-faire Leadership 20–30 185 1.50 .07 .352 .787 
! 31–40 73 1.55 .10 ! !
! 41–50 30 1.38 .17 ! !
! 51–64 27 1.39 .16 ! !
! Total 315 1.49 .05 ! !
Extra effort 20–30 185 2.56 .07 .026 .994 
! 31–40 73 2.57 .12 ! !
! 41–50 30 2.57 .21 ! !
! 51–64 27 2.62 .20 ! !
! Total 315 2.57 .06 ! !
Effectiveness 20–30 185 2.52 .07 .448 .719 
! 31–40 73 2.62 .12 ! !
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Factor Age group N M SE 
F 
(3,311) 
p 
! 41–50 30 2.46 .22 ! !
! 51–64 27 2.69 .18 ! !
! Total 315 2.55 .06 ! !
Satisfaction  20–30 185 2.59 .08 .229 .876 
! 31–40 73 2.66 .12 ! !
! 41–50 30 2.48 .22 ! !
! 51–64 27 2.63 .18 ! !
  Total 315 2.60 .06     
 
Table 6.27 
Mean Comparisons across Age Groups (Leaders) 
Factor Age group n M SE F 
(3,29) 
p 
Idealised Influence (Attributed) 20–30 9 2.50 .25 .078 .971 
! 31–40 14 2.57 .16 ! !
! 41–50 7 2.62 .19 ! !
! 51–64 3 2.67 .08 ! !
! Total 33 2.57 .10 ! !
Idealised Influence (Behavioural) 20–30 9 2.67 .25 1.353 .277 
! 31–40 14 2.68 .13 ! !
! 41–50 7 3.04 .11 ! !
! 51–64 3 3.17 .17 ! !
! Total 33 2.80 .09 ! !
Inspirational Motivation 20–30 9 2.78 .27 .962 .424 
! 31–40 14 2.83 .18 ! !
! 41–50 7 3.29 .14 ! !
! 51–64 3 2.75 .38 ! !
! Total 33 2.91 .12 ! !
Intellectual Stimulation 20–30 9 2.33 .28 .548 .653 
! 31–40 14 2.66 .18 ! !
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Factor Age group n M SE F 
(3,29) 
p 
! 41–50 7 2.55 .22 ! !
! 51–64 3 2.86 .57 ! !
! Total 33 2.57 .12 ! !
Individualised Consideration 20–30 9 3.00 .25 .548 .654 
! 31–40 14 3.05 .16 ! !
! 41–50 7 3.36 .14 ! !
! 51–64 3 3.17 .30 ! !
! Total 33 3.11 .10 ! !
Contingent Reward 20–30 9 3.00 .25 .548 .654 
! 31–40 14 3.05 .16 ! !
! 41–50 7 3.36 .14 ! !
! 51–64 3 3.17 .30 ! !
! Total 33 3.11 .10 ! !
Management-by-exception (Active) 20–30 9 2.28 .19 .679 .572 
! 31–40 14 2.04 .11 ! !
! 41–50 7 1.96 .38 ! !
! 51–64 3 1.75 .29 ! !
! Total 33 2.06 .11 ! !
Management-by-exception (Passive) 20–30 9 2.42 .36 1.300 .293 
! 31–40 14 2.85 .24 ! !
! 41–50 7 3.29 .29 ! !
! 51–64 3 3.08 .33 ! !
! Total 33 2.85 .16 ! !
Laissez-faire Leadership 20–30 9 2.81 .41 .664 .581 
! 31–40 14 3.23 .18 ! !
! 41–50 7 3.14 .28 ! !
! 51–64 3 3.50 .29 ! !
! Total 33 3.12 .15 ! !
Extra effort 20–30 9 2.67 .29 .572 .638 
! 31–40 14 2.74 .16 ! !
! 41–50 7 3.10 .21 ! !
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Factor Age group n M SE F 
(3,29) 
p 
! 51–64 3 3.00 .69 ! !
! Total 33 2.82 .13 ! !
Effectiveness 20–30 9 3.03 .26 1.518 .231 
! 31–40 14 2.95 .11 ! !
! 41–50 7 2.96 .13 ! !
! 51–64 3 3.67 .33 ! !
! Total 33 3.04 .10 ! !
Satisfaction  20–30 9 2.94 .35 1.080 .373 
! 31–40 14 3.25 .11 ! !
! 41–50 7 3.50 .19 ! !
! 51–64 3 3.50 .29 ! !
  Total 33 3.24 .12     
 
6.8.5.3. Nationality 
 
Mean comparisons for nationality included only nationals of India, the Philippines and 
Saudi. Other nationals were excluded due to their very small numbers.  
 
Staff data indicated that there was a significant mean score difference in terms of 
idealised influence (behavioural), inspirational motivation, individualised consideration, 
contingent reward, management-by-exception (passive), laissez-faire leadership and 
effectiveness (see Table 6.28). 
 
Post-hoc comparisons further indicated that, in terms of idealised influence 
(behavioural), Philippine nationals had significantly higher scores compared to Saudi 
nationals (p=.001), as did Indian nationals (p=.013). Similarly, in terms of inspirational 
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motivation, both Philippine and Indian nationals had significantly higher scores 
compared with Saudi nationals (p<.001 and p=.009, respectively).  
 
For the post-hoc comparisons of individualised consideration and contingent reward, a 
significant difference was observed only between nationals of the Philippines and Saudi 
Arabia (p=.002). In the case of laissez-fair leadership, results indicated that nationals of 
the Philippines (p<.001) and India (p<.001) scored significantly lower compared to 
Saudi nationals. Ratings of effectiveness were significantly higher for Philippine 
nationals compared to Saudi nationals (p=.024). 
 
Results for the leaders indicated that there was a significant difference among 
nationalities only in terms of management-by-exception (passive). In particular, the 
post-hoc comparisons indicated that Saudi nationals scored significantly lower 
compared to Philippine (p=.014) and Indian nationals (p=.033) (see Table 6.29 for 
details). 
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Table 6.28 
Mean Comparisons across Nationalities (Staff) 
Factor Nationality n M SE 
F 
(2,303) 
p 
Idealized Influenced (Attributed) Saudi 108 2.50 .10 .504 .604 
 
Philippines 115 2.61 .08 
  
 
Indian 83 2.54 .08 
  
 
Total 306 2.55 .05 
  Idealized Influenced (Behavioural) Saudi 108 2.24 .07 7.854 .000 
 
Philippines 115 2.67 .08   
 
Indian 83 2.59 .10 
  
 
Total 306 2.50 .05 
  Inspirational Motivation Saudi 108 2.26 .09 8.611 .000 
 
Philippines 115 2.75 .09 
  
 
Indian 83 2.67 .09 
 
Total 306 2.56 .05 
  Intellectual Stimulation Saudi 108 2.26 .09 1.184 .307 
 
Philippines 115 2.35 .08 
  
 
Indian 83 2.45 .08 
  
 
Total 306 2.35 .05 
Individualized Consideration Saudi 108 2.20 .09 5.913 .003 
 
Philippines 115 2.63 .09 
  
 
Indian 83 2.45 .11 
  
 
Total 306 2.43 .05 
  Contingent Reward Saudi 108 2.20 .09 5.913 .003 
 
Philippines 115 2.63 .09 
  
 
Indian 83 2.45 .11 
  
 
Total 306 2.43 .05 
  Management-by-exception (Active) Saudi 108 2.22 .08 1.860 .158 
 
Philippines 115 2.39 .09   
 
Indian 83 2.44 .08 
  
 
Total 306 2.34 .05 
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Factor Nationality n M SE 
F 
(2,303) 
p 
Management-by-exception (Passive) Saudi 108 1.63 .08 4.325 .014 
 
Philippines 115 1.31 .08 
  
 
Indian 83 1.55 .09 
 
Total 306 1.49 .05 
  Laissez-faire Leadership Saudi 108 1.82 .08 12.838 .000 
 
Philippines 115 1.27 .09 
  
 
Indian 83 1.33 .10 
  
 
Total 306 1.48 .05 
  Extra effort Saudi 108 2.49 .10 1.500 .225 
 
Philippines 115 2.71 .09 
  
 
Indian 83 2.52 .10 
  
 
Total 306 2.58 .06 
  Effectiveness Saudi 108 2.38 .10 3.575 .029 
 
Philippines 115 2.73 .10 
  
 
Indian 83 2.59 .10 
  
 
Total 306 2.57 .06 
  Satisfaction  Saudi 108 2.43 .11 2.857 .059 
 
Philippines 115 2.76 .10   
 
Indian 83 2.62 .11 
   Total 306 2.60 .06 
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Table 6.29 
Mean Comparisons across Nationalities (Leaders) 
Factor Nationality n M SE 
F 
(2,29) 
P 
Idealised Influenced (Attributed) Saudi 15 2.67 .16 1.696 .201 
!
Philippines 8 2.64 .15 
! !
!
Indian 9 2.25 .19 
! !
!
Total 32 2.54 .10 
! !Idealised Influenced (Behavioural) Saudi 15 2.68 .15 1.850 .175 
!
Philippines 8 3.09 .10   
!
Indian 9 2.67 .19 
! !
!
Total 32 2.78 .10 
! !Inspirational Motivation Saudi 15 2.82 .19 .265 .769 
!
Philippines 8 3.03 .19 
! !
!
Indian 9 2.84 .24   
!
Total 32 2.88 .12 
! !Intellectual Stimulation Saudi 15 2.40 .21 .557 .579 
!
Philippines 8 2.64 .28 
! !
!
Indian 9 2.69 .15 
! !
!
Total 32 2.54 .13   
Individualised Consideration Saudi 15 2.92 .17 1.347 .276 
!
Philippines 8 3.28 .15 
! !
!
Indian 9 3.22 .17 
! !
!
Total 32 3.09 .10   
Contingent Reward Saudi 15 2.92 .17 1.347 .276 
!
Philippines 8 3.28 .15 
! !
!
Indian 9 3.22 .17 
! !
!
Total 32 3.09 .10 
! !
!
!
    
! !
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Factor Nationality n M SE 
F 
(2,29) 
P 
Management-by-exception (Active) Saudi 15 2.13 .14 .708 .501 
! Philippines 8 2.06 .19   
!
Indian 9 1.83 .24 
! !
!
Total 32 2.03 .11 
! !Management-by-exception (Passive) Saudi 15 2.30 .26 6.199 .006 
!
Philippines 8 3.38 .18 
! !
!
Indian 9 3.21 .19   
!
Total 32 2.83 .16 
! !Laissez-faire Leadership Saudi 15 2.72 .27 3.139 .058 
!
Philippines 8 3.41 .12 
! !
!
Indian 9 3.44 .18 
! !
!
Total 32 3.09 .15   
Extra effort Saudi 15 2.80 .19 2.153 .134 
!
Philippines 8 3.13 .27 
! !
!
Indian 9 2.44 .14 
! !
!
Total 32 2.78 .12 
! !Effectiveness Saudi 15 3.02 .17 .376 .690 
!
Philippines 8 3.16 .20 
! !
!
Indian 9 2.92 .13 
! !
!
Total 32 3.02 .10 
! !Satisfaction  Saudi 15 3.03 .22 1.138 .334 
!
Philippines 8 3.44 .18   
!
Indian 9 3.33 .14 
! !  Total 32 3.22 .12     
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6.8.5.4. Experience 
 
The bivariate correlations between the MLQ factors and experience figures are 
summarised in Tables 6.30 and 6.31. Results for the staff responses indicated that total 
years of experience had a significant weak negative correlation with laissez-fair 
leadership (r = -.125, p<.05). Experience in Saudi Arabia was not correlated with any of 
the factors. 
 
Experience in other countries had generally weak correlations with idealised influence 
(behavioural) (r = .132, p<.05), inspirational motivation (r = .140, p<.05), management-
by-exception (active) (r = -.185, p<.01), laissez-faire leadership (r = -.205, p<.01) and 
extra effort (r = .113, p<.05). Experience as staff in the current hospital was not 
significantly correlated with any of the factors. 
 
Results for the leader responses indicated that total years of experience had a significant 
moderate correlation with extra effort (r = -.506, p<.01). Experience in Saudi Arabia 
was significantly correlated with inspirational motivation (r = .364, p<.05) and extra 
effort (r = .414, p<.05). 
 
Experience in other countries had a moderate correlation with management-by-
exception (passive) (r = .348, p<.05). Experience as a leader in the current hospital was 
not significantly correlated with any of the factors. 
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Table 6.30 
Bivariate Correlations (Staff) 
Factors 
Total 
Years of 
Experience 
Experience 
in Saudi 
Arabia 
Experience 
in Other 
countries 
Experience 
as Staff in 
Current 
Hospital 
Idealised Influenced (Attributed) -.036 -.049 -.009 -.086 
Idealised Influenced (Behavioural) .091 .072 .132* -.001 
Inspirational Motivation .072 .013 .140* -.051 
Intellectual Stimulation -.066 -.087 .015 -.056 
Individualised Consideration .055 .029 .059 -.039 
Contingent Reward .055 .029 .059 -.039 
Management-by-exception (Active) .002 -.021 .023 .005 
Management-by-exception (Passive) -.074 -.013 -.185** .039 
Laissez-faire Leadership -.125* -.037 -.205** .102 
Extra effort .040 -.002 .113* -.027 
Effectiveness .072 .024 .092 -.039 
Satisfaction  .048 .031 .088 -.030 
*p<.05, **p<.01 
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Table 6.31 
Bivariate Correlations (Leaders) 
Factors 
Total 
Years of 
Experience 
Experience 
In Saudi 
Arabia 
Experience 
in Other 
countries 
Experience 
as Leader 
in Current 
Hospital 
Idealised Influenced (Attributed) .278 .312 -.051 .032 
Idealised Influenced (Behavioural) .263 .292 .263 -.171 
Inspirational Motivation .295 .364* .113 -.344 
Intellectual Stimulation .198 .049 .315 -.003 
Individualised Consideration .139 .057 .248 -.264 
Contingent Reward .139 .057 .248 -.264 
Management-by-exception (Active) -.081 -.136 -.081 -.335 
Management-by-exception (Passive) .250 .114 .348* -.022 
Laissez-faire Leadership .122 .050 .268 -.093 
Extra effort .506** .414* .307 .047 
Effectiveness .236 .257 .228 -.101 
Satisfaction  .293 .241 .185 -.061 
*p<.05, **p<.01 
 
6.8.5.5. Qualifications Held 
 
The analysis comparing qualifications held only included those respondents holding a 
Diploma or Bachelor’s degree. The sample sizes for the other qualifications were too 
small to be considered in the analysis. 
 
Results of the t-test are summarised in Tables 6.32 and 6.33. Results for the staff 
respondents indicated that, across all the MLQ factors, a significant difference was 
found only for the laissez-faire leadership scores. In particular, diploma holders had 
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significantly higher mean scores compared with Bachelor’s degree holders. Results for 
the leaders did not show any significant difference across any of the factors. 
 
Table 6.32 
Mean Comparison across Qualifications (Staff) 
!
Qualification Held (Staff) 
! !
!
Diploma (n=175) 
Bachelor Degree 
(n=129) ! !
Factors M SE M SE 
t 
(df=302) 
P 
Idealised Influenced 
(Attributed) 
2.56 0.07 2.50 0.07 0.57 0.57 
Idealised Influenced 
(Behavioural) 
2.44 0.07 2.53 0.07 -0.87 0.38 
Inspirational Motivation 2.49 0.08 2.63 0.08 -1.25 0.21 
Intellectual Stimulation 2.37 0.07 2.26 0.07 1.12 0.26 
Individualised 
Consideration 
2.40 0.07 2.43 0.08 -0.31 0.76 
Contingent Reward 2.40 0.07 2.43 0.08 -0.31 0.76 
Management-by-exception 
(Active) 
2.39 0.07 2.28 0.07 1.02 0.31 
Management-by-exception 
(Passive) 
1.58 0.07 1.40 0.07 1.71 0.09 
Laissez-faire Leadership 1.63 0.07 1.32 0.08 2.89 0.00 
Extra Effort 2.57 0.08 2.58 0.09 -0.15 0.88 
Effectiveness 2.55 0.08 2.55 0.09 -0.03 0.97 
Satisfaction  2.59 0.08 2.62 0.09 -0.28 0.78 
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Table 6.33 
Mean Comparison across Qualifications (Leaders) 
!
Qualifications Held (Leaders) 
! !
!
Diploma (n=26) 
Bachelor Degree 
(n=4) ! !
Factors M SE M SE 
t 
(df=28) 
p 
Idealised Influenced 
(Attributed) 
2.56 0.12 2.31 0.19 0.78 0.44 
Idealised Influenced 
(Behavioural) 
2.72 0.11 3.19 0.21 -1.57 0.13 
Inspirational Motivation 2.87 0.14 3.13 0.41 -0.66 0.51 
Intellectual Stimulation 2.50 0.13 2.40 0.41 0.29 0.77 
Individualised Consideration 3.05 0.12 3.31 0.24 -0.82 0.42 
Contingent Reward 3.05 0.12 3.31 0.24 -0.82 0.42 
Management-by-exception 
(Active) 
2.03 0.13 2.31 0.30 -0.82 0.42 
Management-by-exception 
(Passive) 
2.70 0.19 3.25 0.18 -1.13 0.27 
Laissez-faire Leadership 3.06 0.18 3.56 0.16 -1.05 0.30 
Extra Effort 2.79 0.13 2.42 0.37 1.03 0.31 
Effectiveness 3.03 0.11 2.88 0.16 0.51 0.61 
Satisfaction  3.19 0.14 3.25 0.25 -0.16 0.88 
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6.9. Summary 
 
Chapter 6 has provided the general demographic data of nurse managers and their staff. 
Descriptive data were presented and scale reliability analysis was sought. MLQ factor 
structure was assessed by applying CFA. The research questions were answered and the 
patterns of leadership, as measured across various demographic and personal 
background variables, were identified. Chapter 7 provides a discussion of the significant 
results, and outlines the implications of the study.  
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Chapter 7: Discussion 
 
 
7.1. Introduction 
 
The previous chapter presented the results for this study of nurse leadership styles and 
associated outcomes in the Hail region of Saudi Arabia. This chapter discusses these 
results in relation to the literature and in consideration of the Saudi context, first 
summarising and noting the characteristics of the surveyed nurses, then examining the 
results for the nurses’ perceptions of leadership styles. These are presented with 
reference to the research questions. Further, the primary results from the factor analysis 
are reviewed to explain the participant nurses’ perceived aspirations regarding their 
profession.  
 
7.2. Characteristics of Hail Nurses 
 
The results for the demographic profiles for Hail nurses in relation to the statistics for 
the context chapter are discussed in this section. They are presented in the order of 
gender, nationality, work experience and qualifications. 
 
7.2.1. Gender 
 
Workplaces in Saudi Arabia are gender-segregated. Consequently, male and female 
nurses should be relatively equally represented in the sample. However, there is a large 
international female presence in the Saudi nurse population (Ministry of Health, 2013b). 
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In this study, 15% of the nurse managers and 8.3% of the staff were male, thus women 
were in the majority (84.8% of the nurse managers and 91.7% for the staff). 
 
The literature showed mixed results concerning gender influences on leadership style. 
Chen et al. (2010) found that gender influences subordinate job satisfaction with 
transactional leadership. Eagly, Johannesen-Schmidt and Van Engen (2003) found that 
female leaders were more transformational in style than male leaders, although they 
used contingent rewards as a component of transactional leadership. On the other hand, 
these authors claimed that male managers were more likely to use transactional 
leadership in the form of the management-by-exception and laissez-faire leadership 
styles. In a follow-up to that research, Vinkenburg, van Engen, Eagly and Johannesen-
Schmidt (2011) investigated different management levels and found that inspirational 
motivation was more important for men, particularly at the executive level. 
Individualised consideration was important for women for promotion to senior 
management. Consistent with such stereotypical beliefs about leadership, Vinkenburg et 
al. (2011) advised that women aspiring to be leaders should blend individualised 
consideration with inspirational motivation in their management behaviour. Following 
the stereotype, Reuvers et al. (2008) found that male managers display more innovative 
behaviour as compared to female managers when using transformational leadership. 
However, Barbuto Fritz, Matkin and Marx (2007) found no evidence that gender had a 
significant effect on transactional or transformational leadership behaviours. 
 
The results from testing for gender in the combined sample of this study showed no 
statistical difference between the variables. However, the findings for managers showed 
that women had higher mean ratings for management-by-exception (passive) (m = 3.05) 
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and laissez-faire leadership (m = 3.29) compared with the male respondents. This result 
was not supported in the literature, as the following discussion illustrates. 
 
The study sample and location affect the underlying assumptions regarding gender, as 
Saudi women do not enjoy the same social benefits and freedoms as Saudi men. 
Ramady (2013) explained that socio-legal tenets forbid gender mixing at the workplace, 
or a woman directing a man, or a woman receiving the same remuneration for the same 
skills. Thus, the perception that women present more passive and laissez-faire 
leadership behaviours than men may reflect tradition. Taleb (2010) investigated 
leadership in a Saudi female-only academic environment and found that in this context 
women tended to adopt stereotypical forms of leadership. That is, they preferred a 
democratic, interpersonal and transformational leadership style. The same was found for 
a male academic environment by Alhazemi et al. (2013), who found staff resistance to 
organisational changes made by the university administration. Similarly, Almoharby 
and Neal (2013) analysed Islamic (male) leadership characteristics, and argued that in 
its original form, Islamic leadership is based on rational-legal systems of prototypes in 
the Qur’an, the Sunnah and hadith. They note the overwhelming importance of the 
Prophet Mohammed’s life and sayings in Islamic leadership debates. 
 
Comparing leadership traits among Arab men and women, Yaseen (2010) used the 
MLQ to survey 100 respondents from both genders (60 males and 40 females). Yaseen 
reported that in the workplace, Arab women’s transformational style predominated in 
the categories of idealised influence, inspirational motivation, intellectual stimulation 
and individualised consideration. Arab men scored higher compared to women in the 
transactional categories of management-by-exception (active and passive), although 
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women exceeded men in the contingent reward category. Further, men reported a 
preference for the laissez-faire leadership style. Yaseen’s study results were not 
supported in this study. Indeed, the opposite results were found regarding gender. This 
may be a reflection of the current study’s sample, which consisted of only a few males 
working in a predominantly female healthcare environment. 
 
7.2.2. Nationality 
 
Saudi Arabian hospitals are characterised by a multicultural workforce. Consequently, 
the aim of Saudization/Nitaqat is to replace non-Saudi nurses with qualified and 
experienced nationals. To conform to national averages, the Hail region should have 
2,950 nurses (Ministry of Health, 2013b). According to the latest Ministry report, 51.5% 
of Hail nurses should be Saudis (Muhammad, 2013). However, just over a third of the 
respondents in this study were Saudi (35.3% of the total; 45.5% of manager, 34.3% of 
staff). Arguably, away from the main centres, there is less opportunity for Saudis to 
study nursing, or perhaps the attraction of a community service career is lower in rural 
areas. In Almutairi and McCarthy’s (2012) Saudi study, the respondent foreign nurses 
were predominantly from the Philippines, India and Pakistan, with minor numbers from 
southeast and central Asia and other Arab countries. In this study, foreign nurses were 
from the Philippines, India, Bangladesh, China, Tunisia, Jordan, Pakistan and Indonesia. 
Distributions of nationalities varied among the nurse managers and their staff due to the 
greater number of Saudi (45% for leaders, 34% for staff), Filipino (24% for leaders, 
36% for staff) and Indian managers (27% for leaders, 26% for staff). 
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Results from this study showed variation in the leadership strategies of managers from 
various backgrounds. In the categories of idealised influence and inspirational 
motivation, the Filipino and Indian nationals had significantly higher scores than Saudi 
nationals. For individualised consideration and contingent reward, a significant 
difference was only observed between the Filipino and Saudi nationals (p=.002). 
However, the Saudi nationals recorded higher scores for laissez-faire leadership style 
than Filipino (p<.001) or Indian (p<.001) nationals. Ratings for effectiveness were 
significantly higher for the Filipino nationals compared to Saudi nationals (p=.024). 
Given that the staff nurses (whose nationalities were known) were reporting on their 
managers (whose nationality was unknown due to study ethics), the conclusion must be 
that the three staff nurse nationalities perceive leadership differently. Filipinos saw their 
manager as instilling pride and confidence in them and motivating them towards their 
goals. This was reported to a lesser extent for Indians, and least of all for Saudis. As 
there were 33 managers and 315 staff in the sample, the staff participants shared 
managers and reported differently on arguably the same leadership behaviour.  
 
The conclusion that Saudi nurses experienced less confidence-inducing leadership from 
their managers than other nationalities may stem from a need for greater support than is 
expected by nurses of other nationalities. Al-Rasheed (2010) and Malshe, Al-Khatib, 
Al-Habib and Ezzi (2012) explained that in Saudi Arabia, and generally in Arab society, 
traditional and bureaucratic authority structures provide an expectation that leadership is 
extensively involved in everyday operations (that is, an authoritarian directive style). 
Malshe et al. note a conspicuous absence of communication between the bureaucratic 
management layers. Further, Saudi nurses encounter a lack of social status for the 
profession in Saudi Arabia (Almalki et al., 2011). Al-Mahmoud, Mullen and Spurgeon 
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(2012), Almutairi and McCarthy (2012) and Ramady (2013) explained that the gender 
issues inherent in the Saudi working environment’s socio-legal constraints could be 
addressed by the predominantly female nurses gaining social status. Until recently, 
advanced nurse qualifications were only available internationally, especially for Saudi 
men. Therefore, nursing had an image of an occupation rather than a profession for 
graduates (Al-Mahmoud et al., 2012). Based on the leadership styles from the Arabic 
literature for nurse managers, such as Yaseen (2010) and Taleb (2010), the result of a 
greater dependence on a laissez-faire leadership style by Saudis is more consistent 
within an Arab working environment. 
 
The managers did not differ between their self-reported leadership styles on the basis of 
nationality, with the exception of management-by-exception (passive). The eight 
Filipino managers reported using the transactional style more often than the Indians or 
the Saudis. The Filipino managers were women, which may suggest that they 
recognised the cultural differences among the staff and practised a non-interventionist 
style. 
 
7.2.3. Work Experience 
 
Evidence of work experience differed between the nurse managers and their staff, with 
no more than 6% difference reported by the managers, and half (49.5%) of the other 
nurse categories reporting work experience from one to five years. Unsurprisingly, 
60.6% of the career nurses had over 10 years’ experience, while 70.8% of their nurse 
managers claimed less than 11 years of nursing experience. The majority of the manager 
respondents (51.5%) had over six years’ experience as nurse managers in their current 
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hospital. Almalki et al. (2012) reported a mean of 11.3 years of experience for nurses in 
their Saudi study. There may also be a correlation between age and experience among 
the nurse sample. However, this correlation has not received research attention in 
similar studies (Abualrub & Alghamdi, 2012; Negussie & Demissie, 2013). 
International work experience also varied between nurse managers and nurse 
practitioners, with more nursing staff than managers reporting that they had no overseas 
work experience. No literary resources were identified on international work 
experience. 
 
Results from the staff responses in this study showed that experience had a negative 
correlation with laissez-faire leadership (r = -.125, p<.05). Experience reported by staff 
in other countries prior to their Saudi contracts had generally weak correlations with 
idealised influence (behavioural) (r = .132, p<.05), inspirational motivation (r = .140, 
p<.05), management-by-exception (active) (r = -.185, p<.01), laissez-faire leadership (r 
= -.205, p<.01) and commitment (extra effort) (r = .113, p<.05). Experience in other 
countries had a moderate correlations with management-by-exception (passive) (r = 
.348, p<.05). Almost half of the leaders (45%) had 6 to 10 years of work experience in 
the Kingdom, while almost half of the staff (46%) had 1 to 5 years’ experience in the 
country. Barbuto et al. (2007) found that senior nurses develop leadership skills with 
experience. However, Suliman (2009) could find no correlation between experience and 
leadership style. 
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7.2.4. Qualifications 
 
The majority of the manager respondents (78.8%) and staff nurses (55.6%) were 
diploma holders, with the remainder (12.1) being university-qualified (Bachelor’s or 
Master’s). An issue for the MoH in improving standards was that 97% of Saudi nurses 
held only a diploma, with no opportunities in Hail to upgrade their qualifications for 
promotion. Al-Mahmoud et al. (2012) studied the Saudi nursing education structures 
and policy and found no database providing data concerning nursing qualifications for 
the Kingdom. Nonetheless, they reported that Saudi nurse training remained 
predominantly at the diploma level.  
 
Few of the respondents (8.6% in total; 24.2% of nurse managers, 7% of nurses) reported 
formal management qualifications. In addition, only 24.2% claimed leadership training 
in the last year, while 78.5% of the leaders had not participated in any leadership 
training.  
 
In investigating the impact of education on leadership style, a significant difference was 
found for laissez-faire leadership. Diploma holders had significantly higher mean scores 
compared with Bachelor’s degree holders. Chen et al. (2010) found that level of 
education impacts subordinate job satisfaction for both transformational leadership and 
transactional leadership styles and may influence trust and job satisfaction. Similarly, 
Casida et al. (2012) reported that staff nurses with higher qualifications viewed their 
nursing manager’s leadership styles and overall role as a leader differently than staff 
nurses with diploma or associate degrees. 
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Although the results did not link leadership styles and qualifications, there is evidence 
in the literature that transformational leadership traits are associated with university 
qualifications and participative working environments (Abdualrub & Alghamdi, 2012; 
Dunham-Taylor, 2000; Suliman, 2009). Hence, Saudi researchers advocate for more 
nurse training to improve healthcare working environments (Al-Mahmoud et al., 2012; 
Almutairi & McCarthy, 2012; Salem, 2012). 
 
In 2011, the MoH upgraded its diploma-level Health Institutes to Colleges of Health 
Science, with 15 schools offering Bachelor of Science in Nursing qualifications. A 
Saudi Nurse Leadership program was also established in 2011 to upgrade nurse 
diplomas (Ministry of Health, 2013). Al-Hazmi and Windsor (2013) emphasised the 
need for investment in nurse educators, stating that this was necessary to promote 
nursing as a desirable career option for Saudi women and men. 
 
7.2.5. Personal Characteristics 
 
The results from this research showed that the nurses in the Hail region are 
predominantly women (91.7%), less than 30 years of age and foreign. Generally, they 
hold diplomas (78.8% of leaders, 55.6% of staff) and so are classified as nurse 
technicians (in Australia, an enrolled nurse). Less than half have university 
qualifications and are therefore nurse specialists (in Australia, a registered nurse). The 
average nurse manager is a woman, aged in her 30s and Saudi. She is classified as a 
nurse technician and has from six to 10 years’ experience and no management training. 
Similarly, Abualrub and Alghamdi (2012) reported that more than half of their study 
participants (56%) were female and the majority (52%) had a diploma. The 
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demographic findings in the current study are also partially consistent with those of 
Suliman (2009), who found that females dominated his study sample, at 84%. However, 
66% of his sample held a Bachelor’s degree, attributable to the study setting of the 
National Guard Hospital in Riyadh, where the staff are mostly US, Australian and 
Canadian nationals, with only a few coming from Arab countries. 
 
7.3. Leadership Styles 
 
The analysis and the literature are discussed in relation to the following leadership 
styles: transformational (idealised influence [attributed and behavioural], inspirational 
motivation, intellectual stimulation and individualised consideration) (Smith, 2011), 
transactional (contingent reward, management-by-exception [active and passive]) and 
laissez-faire. 
 
The first research question explored the dominant leadership style of the surveyed 
nurses. As shown in Chapter 6, laissez-faire was the dominant leadership style (m = 
3.12). Different leadership styles were practised by the research participants employed 
in Saudi hospitals, such as individualised consideration and contingent reward. Staff 
nurses preferred transformational leadership styles (m = 2.39) to transactional and 
laissez-faire styles. The laissez-faire leadership style predominated, although contingent 
reward in a transactional style received preference (staff, m = 2.35; managers, m = 
3.11). Of interest for this expatriate workforce, Edwards, Schyns, Gill and Higgs (2012) 
supported the notion that the concepts of passive management-by-exception and laissez-
faire leadership are the same or similar. There was also support for contingent reward as 
a factor in transformational leadership. Lastly, Edwards et al. determined that 
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significant cultural differences between the US and the UK emerged in management-by-
exception (active). This is of consequence for the findings of this research, as the 
largely expatriate workplace would include people who would view leadership styles 
differently. 
 
7.3.1. Transformational Leadership 
 
Staff nurses in this study rated their managers as mildly transformational (m = 2.68), 
whereas the managers considered themselves to be more transformational (m = 3.3). 
These results are similar to research by Suliman (2009), who, studying a multicultural 
environment, found that nurse managers rated themselves as more transformational than 
perceived by their staff nurses. In an Italian hospital, Zampieron et al. (2013) also found 
that nurse managers scored their preferred leadership higher than the style they actually 
adopted. Recently, in relation to the Saudi MoH, Al-Harthi, Al Shehri and Al Khatib 
(2013) found that the transformational leadership style positively influenced nursing 
performance in the workplace. The following sub-sections discuss the dimensions of 
transformational leadership in turn. 
 
7.3.1.1. Idealised Influence 
 
The idealised influence of a leader builds staff confidence and a sense of responsibility 
(Northouse, 2013). Staff nurse participants viewed idealised influence (behavioural and 
attributed) as moderately important (m = 2.39 and m = 2.48, respectively), while their 
managers regarded idealised influence (behavioural and attributed) more highly (m = 
2.8 and m = 2.57, respectively). Qualities of idealised influence for management include 
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staff respect, confidence, collective sense of mission, ethical behaviour and effective 
communication. The participants in this research associated these characteristics with 
transformational leadership. Wang, Oh, Courtright and Colbert (2011) studied the 
influence of transformational leadership on staff performance, finding it more effective 
than transactional leadership (contingent reward) in predicting individual and team 
performance. 
 
Analysis of participant staff nurses’ views showed that both the attributed and 
behavioural idealised influences from their managers correlated with factors such as 
extra effort, effectiveness and satisfaction (r = 0.889–0.821). However, there was a 
negative correlation in these attributes for passive managers-by-exception (r = -0.254) 
or laissez-faire managers (r = -0.256). These findings suggest that staff nurses respond 
to idealised influence in transformational leadership, thus improving productivity, 
which supports similar findings on outcomes of transformational leadership by 
Salanova et al. (2011), Casida and Parker (2011) and Andrews et al. (2012). It should be 
noted that these empirical studies did not specifically associate nurse behaviour with the 
dimensions of attributed and behavioural idealised influences. In this research, the 
conclusion is that management should respect the qualities of staff nurses in general, 
and display ethical Islamic behaviour towards Saudi nurses, including respecting their 
preferences in the working environment. This leads to instilling confidence in the team 
and engendering a collective sense of mission. 
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7.3.1.2. Intellectual Stimulation 
 
Both groups of participants preferred intellectual stimulation by managers (staff nurses, 
m = 2.28; managers, m = 2.57). Intellectual stimulation was accepted as being inclusive 
of innovation, exploratory research and a critical approach (r = 0.602–0.403), 
confirming findings by Northouse (2012). Outcomes from this study included an 
accepted relationship between intellectual stimulation and idealised influence (attributed 
and behavioural), inspirational motivation, individualised consideration, contingent 
reward, commitment (extra effort), effectiveness and job satisfaction. Again, there are 
no direct references supporting this category of transformational leadership, although 
Bally (2007) was supportive of an intellectually stimulating environment, and McGuire 
and Kennerly (2006) found that the teams associated with transformational nurse 
management could be more productive. In the Saudi hospital environment, aspects of 
intellectual stimulation could be self-defeating, given the multicultural workforce and 
lack of shared values and commitment. 
 
7.3.1.3. Inspirational Motivation 
 
The category of inspirational motivation refers to organisational, team and individual 
goal achievement (Bally, 2007). Both participant groups valued the inspirational 
motivation quality in leadership (staff nurses, m = 2.46; managers, m = 2.91). Again, 
there are no identified empirical studies on inspirational motivation per se, although as 
part of transformational nurse management, this category is evident in studies (Andrews 
et al., 2012; Casida & Parker, 2011; McGuire & Kennerly, 2006; Salanova et al., 2011). 
Nursing staff and their managers in this study thus agreed that an inspiring and 
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motivating leader expresses confidence that goals will be achieved, articulates a 
compelling vision of the future, talks enthusiastically about what needs to be 
accomplished and talks optimistically about the future. Correlation analysis from both 
the staff nurses and their managers in the present study showed that leaders practising 
idealised influence (attributed and behavioural), intellectual stimulation, individualised 
consideration and contingent reward could inspire staff (staff, r = 0.947; managers, r = 
0.577). Therefore, the surveyed staff gained more from their view of inspirational 
management than the managers themselves expected from their leadership style. 
 
7.3.1.4. Individualised Consideration 
 
This category includes supervisors and managers who encourage, support and care for 
their staff to increase commitment and productivity. The participant staff nurses agreed 
that management took notice of their needs to a degree (m = 2.35). However, managers 
reported that they were highly considerate of every individual staff member (m = 3.11). 
In an empirical allied health study, Weberg (2010) similarly found that transformational 
leadership, including attending to staff needs, was related to increased satisfaction and 
well-being. Nurse managers in this study were accepted as assisting staff skills and were 
considerate regarding the needs of each staff member, were supportive of the group and 
spent time in teaching and coaching their staff (r = 0.793–0.642). However, appraisal 
and positive feedback were not considered important items of individualised 
consideration. In a related empirical study, Tomey (2009) found evidence of 
transformational leadership associated with participative management as part of 
individualised consideration. Further, Tomey’s study found that the participant 
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managers were transformational in motivating their staff and enhancing intellectual 
stimulation (r = 0.910–0.872). 
 
7.3.2. Transactional Style 
 
The categories of transactional leadership style are management-by-exception (active 
and passive) and contingent reward. These are addressed in turn. 
 
7.3.2.1. Management-by-exception (Active and Passive) 
 
In this research, there was no support for management-by-exception (passive) and only 
a minor negative relationship with management-by-exception (active). There is little 
empirical reference to this category in the literature, as it is taken as an option for 
transformational leadership categories, with the exception of contingent reward. Bono 
and Judge (2004) explained that because conscientious managers are detail- and goal-
oriented, they may use management-by-exception (active). Bono and Judge argued that 
such managers are dependable and take responsibility so that they are unlikely to exhibit 
passive leadership behaviours that involve a lack of self-discipline. Interestingly, the 
researchers stated that, at the time, management-by-exception (active) behaviours of 
attention to detail and goal setting were part of the Master of Business Administration 
degree and associated management-training curricula. Bono and Judge concluded that 
transformational and transactional leadership behaviours are not necessarily practised as 
a personality trait of the manager, as they may be more changeable and transient. 
Further, trait-based leadership behaviour “may be weakened by leadership training. This 
would most likely to be true for transactional behaviours (especially contingent reward 
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and management by exception active)” (Bono & Judge, 2004, p. 906). The conclusion is 
that nurse managers could benefit from leadership training that professes consultation 
before decision making and leads to a collective result wherein each member of the 
team contributes to the overall objectives, including patient care. 
 
7.3.2.2. Contingent Rewards 
 
A transactional leader is characterised as using contingent rewards for staff (Sheaffer, 
Bogler & Sarfaty, 2011) and as acting either as a passive or active manager-by-
exception. While passive transactional managers-by-exception only intervene with staff 
to address problems, active transactional managers may express a punitive leadership 
style, recording faults and transgressions. However, in both styles managers specify a 
goal, provide directions and ultimately use rewards contingent on employee behaviour 
and commitment to achieve targets (Sheaffer et al., 2011). In the present study, the 
transactional leadership style was not viewed favourably by staff nurses (m = 2.07) or 
their managers (m = 2.67). Interestingly, contingent rewards were appreciated within 
the multinational workforce, especially by the nurse managers (staff, m = 2.35; 
managers, m = 3.11). Nursing staff also preferred contingent rewards from 
transformational leaders. Correlation analysis showed that staff approval of 
management rose upon contingent rewards associated with influential, motivating and 
considerate supervision (r = 0.910–0.655). 
 
Nurse managers who practised the contingent reward leadership style in this study were 
found to combine this with certain features of the transformational leadership style. 
Participant staff nurses were motivated by individual rewards specifically linked to 
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targets, and the linkages were well known to avoid future dissension. Moreover, staff 
nurses appreciated praise for their actions and achievements, and the contingent reward 
leadership style was observed to enhance job satisfaction and increase productivity. 
These findings are in accordance with Wang et al. (2011), who concluded that 
contingent rewards provide better role clarity and organisational performance. 
Similarly, Malloy and Penprase (2010) associated a transformational leadership style 
with contingent rewards in a psychosocial nursing environment. 
 
While contingent rewards were found to have a strong relationship with effectiveness, 
extra effort and satisfaction, other categories of a transformational leader by exception 
(both active and passive) were either weakly or negatively correlated in this research. 
Gunnarsdóttir, Clarke, Rafferty and Nutbeam (2009) found that, although nurse 
managers could be friendly and supportive, they were unable to reward staff 
appropriately or to provide sufficient feedback. A recent study in Lithuania found that a 
rewarding, transformational leadership style increases staff commitment (Clinebell, 
Škudienė, Trijonyte & Reardon, 2013). Effective nursing leaders who demonstrate 
transformational leadership behaviours can enhance staff retention (Abualrub & 
Alghamdi, 2012). Abualrub and Alghamdi reported that staff retention is an issue for 
Saudi hospitals that lack nationals in the nursing workforce and have a high turnover 
rate among expatriate nurses who must leave under Saudization. Their study found 
satisfaction among Saudi nurses with managers who demonstrated transformational 
leadership styles, with this job satisfaction in turn influencing nurses’ intention to stay 
at work. A leadership development program could help nurse managers to retain staff 
and improve productivity among the multicultural nursing workforce. 
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7.3.3. Laissez-faire Leadership 
 
This style was previously explained by Northouse (2012) as avoiding responsibilities, 
delaying decisions and giving little or no feedback. Chen et al. (2005) and Spinelli 
(2006) considered the laissez-faire approach as inadequate for responding to employee 
needs and expectations in nursing. This view was supported by the findings for this 
study, where correlation analysis (r = 0.61–0.65) indicated relationships between delay 
in responding to urgent questions, delayed decisions, lack of involvement in important 
issues and absence during critical situations. 
 
Laissez-faire nurse managers in this study were similar to Chaudhry and Husnain’s 
(2012) passive managers, who generally failed to respond in the workplace until a 
problem became serious. As such, these passive managers may be characterised as 
management-by-exception (passive). Interestingly, other laissez-faire nurse leaders 
(management-by-exception [active]) could conform to Chaudhry and Husnain’s (2012) 
active managers, whose diligent recordkeeping of mistakes by staff frustrated those staff 
due to the abrogation of responsibility, while also denying them motivation, intellectual 
stimulation, effectiveness, satisfaction and contribution (extra effort). Skogstad et al. 
(2007) contended that rather than being a type of zero-leadership, laissez-faire 
leadership behaviour is destructive and associated with systematic stressors such as 
bullying at work and psychological distress. 
 
The laissez-faire leadership style in the present study correlated with intellectual 
stimulation. The respondents reported that such leadership allowed different 
perspectives in problem solving, re-examination of questions and appropriate decision 
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making. However, this reflects the passive version of this leadership style. Goodnight 
(2004) explained that a (passive) laissez-faire style could be appropriate for a twenty-
first century leader who is satisfied with his/her staff’s skills and knowledge, and where 
the team appears to be functioning well. Similarly, Ellis and Hartley (2008) argued that 
the laissez-faire leadership style is appropriate for leading professional staff that are 
innovative and accustomed to working in a team. However, the majority of nursing 
leaders in this study were not highly qualified. Indeed, most lacked qualifications at 
nurse specialist level (registered nurse) (Saudi Gazette, 2013b; World Health 
Organisation, 2009). Moreover, three-quarters of the nurse managers (75.8%) had no 
formal management qualifications and no recent formal leadership training. Therefore, a 
laissez-faire leadership style was not appropriate for Saudi nurses. Indeed, where the 
managers in this study expressed their style as laissez-faire, their nursing staff were 
dissatisfied with this approach. 
 
7.3.4. Hail Region Nurse Managers’ Leadership Styles Summary 
 
To replace non-Saudi nurses with qualified and experienced nationals and thus lesson 
the reliance on expatriate healthcare staff, the Hail region needs to implement a policy 
of attracting the region’s youth to healthcare, and specifically to nursing. Of interest, 
level of work experience among the managers is consistent across the decades. Thus, 
there are both entry and exit level staff who can act as learners and mentors, 
respectively. Career nurses were in evidence, with nearly two-thirds having more than 
10 years’ experience. Three-quarters of managers held diploma-level qualifications, and 
were thus unable to claim the new nurse specialist status, instead qualifying only as 
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evidence, as the MoH tends to hire Filipinos, Pakistanis and Indians who are 
appropriately qualified and experienced, and who therefore need only local certification 
at their recruited level. 
 
To answer the first research question, the dominant leadership style was laissez-faire (m 
= 3.12). This is the predominant leadership style of the Saudi nurse managers, whereas 
the foreign nurses preferred the transformational (m = 2.48) or contingent reward styles 
(m = 2.35). The laissez-faire style may be either destructive or supportive of 
organisational productivity, which is partly dependent on the professionalism of the 
workforce (Goodnight, 2004). While the surveyed nurses prefer the intellectual freedom 
of laissez-faire leadership, there is evidence of punitive record keeping and 
management-by-exception. The transactional leadership style of contingent reward is 
also associated with the transformative style in this research, which is supported by the 
literature as a typical result (Malloy & Penprase, 2010; Sheaffer et al., 2011; Wang et 
al., 2011). 
 
7.4. Effective Leadership Style 
 
The second research question investigated the effectiveness of the nurse managers’ 
leadership styles and categories in organisational performance. This section discusses 
the findings in relation to the nurse and management literature. 
 
Evidence of moderate to strong positive relationships between categories of leadership 
styles and their effectiveness was found: idealised influence (attributed) (r = 0.528), 
idealised influenced (behavioural) (r = 0.699), inspirational motivation (r = 0.577), 
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intellectual stimulation (r = 0.616), individualised consideration (r = 0.621) and 
contingent reward (r = 0.621). However, no relationship was found between 
effectiveness and the management-by-exception (active or passive) or laissez-faire 
leadership styles. The participant managers rated themselves highest for laissez-faire 
leadership (m = 3.12), and equally (m = 3.11) for individualised consideration 
(transformational) and contingent reward (transactional). The effect of culture on the 
results of the MLQ was raised by Leong and Fischer (2011), who, in a metastudy of 
empirical research using the measure, found significant variability between countries in 
reported transformational leadership. Leong and Fischer hypothesised that where study 
participants came from individualistic and egalitarian cultural backgrounds, this would 
influence the social environment for transformational leadership. The current study had 
a high proportion of non-Saudi nurses. Alimo-Metcalfe and Alban-Metcalfe (2005) 
stated that the industry and sector (public and private) play a part in how leadership 
roles are performed, how successful they are and how they are perceived by staff. 
However, in Texas in the US, Fenn and Mixon (2011) used the questionnaire 
successfully among public sector employees, stating that transformational leadership 
was prevalent among the managers and that it can be learned by management in all 
organisations and applied to individual levels of ability. 
 
Transformational factors and contingent reward were found by Suliman (2009) to be 
correlated with all three organisational outcomes (willingness to exert extra effort, 
leader effectiveness and staff job satisfaction). In the present study, significant positive 
correlations were also found among all three outcomes and the four transformational 
leadership categories of idealised attributed and behaviour influences, inspirational 
motivation, intellectual stimulation and individualised consideration. Significant 
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positive correlations were also found among the three outcomes and the two 
transactional factors (contingent reward and management-by-exception [active]). A 
significant negative correlation was found among the three outcomes and management-
by-exception (passive) and the laissez-faire leadership style. A positive relationship 
between the transformational leadership by nurse managers and innovative work 
behaviour by the nurses under their supervision was reported in an Australian hospital 
(Reuvers et al., 2008). Transformational leadership was negatively associated with 
intention to leave in Saudi Arabia (Abualrub & Alghamdi, 2012), and with productivity 
(Casida & Parker, 2011) and turnover (Raup, 2008) in the US health system. Further 
support for transformational leadership was provided by Cummings et al. (2010), who 
reported higher nurse job satisfaction, whereas leadership styles focused on tasks were 
associated with lower nurse job satisfaction. Germain and Cummings (2010) found that 
nurse productivity could improve with transformational leadership styles. 
 
In summary, transformational leadership is associated with effective leadership in the 
categories of inspirational motivation, intellectual stimulation and individualised 
consideration. The transactional leadership style category of contingent reward is also 
associated with effective leadership, supporting the findings of Suliman (2009). 
Organisational outcomes of effective leadership, commitment (extra effort) and job 
satisfaction are also related. A negative relationship exists between these three factors 
and management-by-exception (passive) and the laissez-faire leadership style. 
 
245 
 
 
7.5. Nurse Extra Effort and Job Satisfaction 
 
Research question three sought to establish an association between the leadership styles 
of the nurse managers and their staff nurses’ extra effort and job satisfaction. Extra 
effort and job satisfaction had strong positive links to idealised influence (attributed) (r 
= 0.82 - r = 0.86), idealised influence (behavioural) (r = 0.83 - r = 0.85), inspirational 
motivation (r = 0.87 - r = 0.88), intellectual stimulation (r = 0.8 - r = 0.81), 
individualised consideration (r = 0.84 - r = 0.87) and contingent reward (r = 0.85 - r = 
0.87). Management-by-exception (active) (r = 0.58 - r = 0.62) had a moderately 
significant positive relationship with extra effort and job satisfaction. The analysis 
further showed that the management-by-exception (passive) (r = -0.43, r = - 0.51) and 
laissez-faire leadership styles (r = -0.42, r = -0.49) had moderately significant negative 
correlations with both extra effort and job satisfaction. 
 
The results of this study suggest that transformational leadership factors were the best 
predictors of the organisational outcomes of extra effort, leadership effectiveness and 
job satisfaction. This conclusion confirms similar results found by McGuire and 
Kennerly (2006) in that nurse managers with a transactional leadership style are more 
likely than transactional leaders to have the commitment of staff nurses, thus improving 
unit performance. Cummings et al. (2010) and Salanova et al. (2011) pointed out that 
developing transformational leadership enhances nurse satisfaction and thus promotes 
nurse retention. While agreeing with this outcome, Duffield, Roche, Blay and Stasa 
(2011) noted that it was important that nurse managers display the comprehensive 
leadership traits of accessibility, consultation, recognition and support. Andrews et al. 
(2012) indicated that satisfaction with leadership was positively predicted by the 
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inspirational motivation category and the leadership outcomes categories of extra effort 
and effective leadership. Conversely, satisfaction with leadership was negatively 
predicted by the laissez-faire leadership style. The motivational aspect of 
transformational leadership is related to a positive working environment and 
organisational commitment (Germain & Cummings, 2010). 
 
As noted, the staff nurses of this study expressed greater satisfaction with 
transformational leaders in the categories of inspirational motivation and idealised 
behaviour than transactional and laissez-faire leaders. This supports the findings of 
Chen and Baron (2006), who found that nurse managers used transformational 
leadership more frequently to achieve moderate satisfaction from nurse faculty 
members, especially in the category of attributed idealised influence. As a category of 
transformational leadership, idealised behaviour is a key factor in the implementation 
and sustainability of best practice guidelines (Marchionni & Ritchie, 2008; Negussie & 
Demissie, 2013). Rad and Yarmohammadian (2006) linked leadership style with job 
satisfaction. However, they found more satisfaction with intrinsic factors such as 
leadership style and team membership, and less with the extrinsic organisational factors 
of pay and conditions.  
 
The results of the study are consistent with Skinner and Spurgeon (2005), who found 
that the transformational leadership styles are the best for inspiring followers to achieve 
more than expected. However, he noted that the transactional and laissez-faire 
leadership styles were negatively associated with motivating followers to achieve 
expected outcomes. According to Raup (2008), the turnover rate among emergency 
department nurses is lower when the nurse managers practise a transformational 
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leadership style. Conversely, higher staff turnover occurs in hospitals in which 
emergency department nurse managers use non-transformational leadership styles. 
 
This study noted the similarity of the correlation of transformational leadership style 
and job satisfaction to those described by Failla and Stichler (2008) and Casida and 
Parker (2011). These studies found a strong correlation between the nurse manager 
practising a transformational leadership style and staff job satisfaction. Chen and Baron 
(2005) also found that nursing directors in Taiwan tended to utilise the transformational 
leadership style more frequently in their workplace, and that this corresponded with 
nursing faculty members in Taiwan experiencing moderate job satisfaction. In addition, 
nursing faculty members were found to be more satisfied with those directors who used 
the transformational leadership style of attributed idealised influence.  
 
Casida et al. (2012) reported that the transformational leadership styles used by nurse 
managers were determined by those managers’ cultural traits, and led to high 
performance outcomes. Transformational leaders are considered very flexible and 
adaptive to the environmental challenges within and outside the nursing department. 
Subsequently, managers practising the transformational leadership style positively 
influenced the department’s culture and provided value. This explained the high 
performance level, which in turn affected all hospital outcomes. Notably, the attributed 
idealised influence utilised by the nurse managers has been revealed as the strongest 
predictor for leadership effectiveness and satisfaction (Casida & Parker, 2011). 
 
In a study in the Middle East, Rad and Yarmohammadian (2006) explored employees’ 
job satisfaction in Isfahan University Hospitals. The study included 814 first line, 
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middle and senior managers of these hospitals through stratified random sampling. 
Employee satisfaction was significantly correlated and affected by the leadership style 
of the managers, especially in the employee-oriented dimension. In addition, Abualrub 
and Algamdi (2012) found that Saudi nurses were moderately satisfied in their 
workplace and were more satisfied with leaders who had established transformational 
leadership styles. Moreover, those who were more satisfied with their jobs intended to 
stay at work. Yet, while nurses’ intention to stay was significantly affected by nurse 
managers’ using preferred leadership styles, Saudi staff nurses were less influenced by 
non-preferred leadership styles practised by their managers, such as the laissez-faire 
style. Thus, nurse managers, Saudi or non-Saudi, were less directive in their leadership 
style and used less obvious influences in gaining organisational objectives. 
 
Contingent reward, a category of transactional leadership, was positively correlated with 
job satisfaction in this research (r = 0.84 - r = 0.86). Voon et al. (2011) found moderate 
levels of job satisfaction associated with both transactional and transformational styles 
in leadership. Yami, Hamza, Hassen, Jira and Sudhakar (2011) reported that nurses in 
Sub-Saharan African countries have low levels of extrinsic job satisfaction due to 
working conditions, including low pay. As noted, contingent reward as a category of 
transactional leadership style has been associated with job satisfaction by a number of 
researchers, including Sheaffer et al. (2011), Wang et al. (2011), Malloy and Penprase 
(2010) and McGuire and Kennerly (2006). In contrast to the current study finding, 
Casida and Parker (2011) found that the transactional leadership style had a weak 
correlation to staff satisfaction. 
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To summarise the findings for this research question, there is a link between the 
leadership styles of the nurse managers and staff nurses’ organisational commitment, 
including extra effort and job satisfaction. Both transformational and transactional 
leadership styles influence nurses’ job satisfaction. Nurses showed more job satisfaction 
when they had caring, supportive leaders, and ample rewards and recognition. In such 
cases, they reported organisational commitment, which influenced their intention to stay 
in their jobs. 
 
7.6. Perceptions by Staff and Managers 
 
The last research question investigates the nurse managers’ perceptions of their 
leadership style as supported through the staff nurses’ views. Results indicated that staff 
and leader ratings differed significantly, except for idealised influence (attributed), 
intellectual stimulation and management-by-exception (active). Nurse managers were 
found to rate their leadership behaviours as more influential than was perceived by their 
staff (with the exception of for management-by-exception (active), where staff rated this 
higher) (leader, m = 2.06; staff, m = 2.29). Similar findings were reported by Suliman 
(2009), where the nurse managers in Saudi hospitals considered themselves more 
transformational than was perceived by their staff nurses. The nurse managers’ scores 
(m = 3.89–4.28) indicated that they considered themselves highly transformational, 
whereas the staff nurses rated their managers as being more transactional. This 
discrepancy between perceptions confirms similar findings by McGuire and Kennerly 
(2006).  
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The managers’ self-rating exhibited a strong laissez-faire leadership style (m = 3.12), 
while the staff nurses viewed their managers as more interventionist. No direct 
reference corresponding to this finding was found in the literature. In contrast, 
Zampieron et al. (2013) found that the leadership styles preferred by the subordinates 
always scored higher than the style their managers actually practised, from the 
subordinates’ perspective. When the nurse managers’ adopted and preferred leadership 
styles were compared, the preferred leadership styles constantly scored higher than the 
adopted one. Andrews et al. (2012) reported differences in leader–staff interpretation of 
leadership style, and these differences were linked to lower satisfaction with 
supervision. Further, differences in cultural orientation to supervisors were observed by 
Edwards et al. (2012) in management-by-exception (active). This was confirmed by 
Jogulu (2010), who reported that Australians preferred transactional leadership, while 
Malaysians preferred a transformational style. Dugan, Morosini and Beazley (2011) 
found higher leadership responsibility among Mexican graduates than was evident in 
those from the US. 
 
Salem et al. (2012) found that both junior and senior nursing students in Saudi Arabia 
perceived their leaders to use more transformational than transactional leadership. 
Further, Snodgrass et al. (2008) observed that staff nurses perceived their managers’ 
styles as transformational, which had a significant effect on their leadership outcomes. 
Nurse managers often displayed leadership styles that were consistent with 
transformational and transactional contingent reward style. Staff nurses perceived their 
nurse managers’ leadership styles as being very effective (Casida & Parker, 2011). 
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However, other studies do not support this previous research. Failla (2008) found no 
significant differences between nurse managers’ perceptions of their leadership style as 
compared with their subordinates’ perceptions of the managers’ leadership style on the 
total scale scores for the MLQ, while nurse managers rated themselves slightly higher 
than did the subordinates on the total transformational scale. In addition, Casida et al. 
(2012) reported no significant differences in staff nurses’ perceptions of their nursing 
managers’ leadership styles according to staff nurses’ age, gender, race, education, 
certification and years of professional practice. Yet the differences in the perceived 
leadership style in terms of the type of nursing department and magnet designation were 
significant. Staff nurses in critical care units perceived their nurse managers as less 
transformational than their noncritical care counterparts. Likewise, for the least 
favourable component of the transactional leadership style demonstrated by nurse 
managers (management-by-exception [passive]), the ratings of the staff nurses in the 
critical department were significantly higher than the ratings of noncritical care staff. 
Conversely, magnet hospital staff nurses perceived their nurse managers as being more 
transformational and to some extent more transactional, as compared to their 
counterparts in nonmagnetic hospitals regarding their own nurse managers. 
 
To summarise, the responses to this research question differed depending of the 
demographics of the participants. On the surface, the views of staff and managers 
differed regarding leadership styles. Upon review, those differences may be traced to 
the individuals’ cultural response to management, a particular working environment or a 
characteristic of the survey instrument itself, particularly as regards the association of 
contingent reward with transactional management. 
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7.7. Analysis of Variables 
 
Above, the data analysis adopted the protocols and measurements of Bass and Avolio’s 
(2005) MLQ model. However, analysing the individual items (variables) may add 
greater depth of understanding beyond that afforded by the allocated categories. PCA 
was employed to carry this research further. Items with values beyond 0.7, indicating 
maximum variance among the results, are discussed in the following sub-sections. 
 
7.7.1. Developing Strengths: Q31. Helps me to develop my strengths.  
 
As the highest-ranking variable, self-development conveyed the nurses’ desire for 
career advancement. Perhaps due to Nitaqat—the 2011 Saudization policy of 
monitoring and increasing Saudi nationals in the workforce—there is renewed interest 
from researchers in the education and advancement of career nurses. Al-Mahmoud et al. 
(2012) expressed concern about the number of dropouts from nursing education, and 
advocated for central government monitoring of statistics on applicants for nursing-
related courses, student nurse numbers and attrition rates. Many more student places are 
required to allow for attrition while still supplying adequate numbers of both male and 
female Saudi nurses.  
 
While this study is concerned with nurse training in MoH hospitals, researchers also 
investigated the broadening of nurse education into other nurse disciplines. For 
example, Jradi, Zaidan and Shehri (2013) investigated the Saudi public health nurse 
curriculum, finding that a separate stream for public health nursing and infection control 
in culturally diverse communities was required. The public health curriculum in nursing 
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schools in Saudi Arabia aims to include all the sciences and disciplines, including 
epidemiology, health promotion, communication, health economics and leadership, in 
addition to being mindful of human rights, religious boundaries and ethical issues. 
 
According to El-Gilany and Abusaad’s (2013) study on Saudi student nurses in 
Egyptian institutions, a high proportion was interested in self-education and intended to 
pursue further training once they graduated. This trend was confirmed by Fielden 
(2012), who reported on the development of a New Graduate Development Program, 
calling for nurse managers to invest in new graduate nurses to reduce turnover and gain 
career nurses through improved training pathways. In a Saudi Arabian university 
hospital, Al-Hazmi and Windsor (2013) found that increased social understanding was 
supporting nurse educators, and that nurse education was developing as a coherent 
healthcare profession for both Saudi women and men.  
 
This study found that nurses, both Saudi and non-Saudi, are seeking further education, 
and the MoH is responding by developing postgraduate training and opening up new 
healthcare pathways for all nurses. As well as supporting the Ministry’s own needs, this 
increase in healthcare education will generally benefit society and improve Saudi nurse 
penetration in the private sector, where nurses are generally non-nationals. As 
discussed, it is important that career nurses are exposed to formal and informal 
management training. While nurse managers may be considered leaders, they may profit 
from a range of ongoing informal training, such as workshops, forums and mentoring, 
to cope with change. Especially in hospitals where the working environment is 
characterised by high turnover, continuing training is a necessity for all nurses. 
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7.7.2. Innovative Problem-solving. Q30. Gets me to look at problems from 
many different angles.  
 
Nurses indicated that they appreciated exploring new methods of solving problems. 
Saudi nurses managers were challenged by communicating with their staff in English, 
however, patients may have little English fluency due to its relatively recent 
introduction into the school curricula. Elyas and Picard (2010) noted that Saudi national 
English language teachers find difficulty with the language context and with using 
locally acquired English framework references. This view was supported by Suliman 
and Tadros (2011), who tested Saudi nursing students in their coping strategies in 
learning English. They found that over time the students changed their coping 
strategies, moving from reappraisal, planned problem solving and seeking social 
support to coping. Suliman and Tadros reported that nurses’ coping practices needed 
significant support from the faculty and hospital management. In relation to nurse 
problem solving, Fielden (2012) suggested that nurse managers be required to 
demonstrate how they support Saudi nurse development and working social 
environment change to support new Saudi nurses. Finally, in Shahin and Tork’s (2013) 
study on Egyptian and Saudi nursing students, outcomes from problem-based learning 
were found to increase levels of critical thinking and self-directed learning. 
 
Regarding nurses’ high expectations for innovative problem solving, there is evidence 
in the literature that young Saudi nurses are being exposed to new learning systems that 
promote critical thinking. They are moving into more self-directed learning patterns and 
with management support, can practise problem-solving behaviours. 
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7.7.3. Growing Confidence. Q36. Expresses confidence that goals will be 
achieved.  
 
Interestingly, the study’s staff nurses believed that their coping strategies were 
successful and they could achieve their goals (0. 767). Arguably, this could mean that 
they were growing confident in overcoming barriers of language, social norms and 
individual family constraints to become successful career nurses. However, recent 
literature reports have been mixed. Abualrub and Alghamdi (2012) noted that 308 
nurses working in the Kingdom were moderately satisfied with their jobs. Investigating 
nurses in a university teaching hospital in Saudi Arabia, Al!Dossary, Vail and 
Macfarlane (2012) found that the sample of 189 nurses was satisfied with their 
supervisors, co-workers and their profession. However, they expressed dissatisfaction 
with their remuneration and other working conditions. Also in a university teaching 
hospital, with a sample of 182 nurses, Alasmari and Douglas (2012) found that the 
demographic variables of family responsibilities, age and work experience, and the 
working environment variables of workload, professional support, pay and career 
prospects influenced job satisfaction. Further, Almalki et al. (2012) determined that 
44% of a sample of 508 public health nurses in the Jazan region expressed 
dissatisfaction with the quality of their working life. 
 
The outcome for this variable appears to be mixed. Arguably, nurses, including Saudi 
nationals, were relatively satisfied with their profession and healthcare teams, and were 
dissatisfied with the working conditions of pay and career prospects. These matters 
reflect the Saudi reliance on low-cost international labour, where semi-skilled 
occupations are filled rapidly, with minimal cost in finances and time. Nitaqat and the 
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professionalism of nurses since 2011 have raised issues regarding hospital 
administration’s call on resources. Labour costs, as a high proportion of healthcare 
budgets, must be adapted to cope with Saudi expectations of a living wage, adequate 
working conditions such as time off and leave for Islamic adherences, and for women, 
issues relating to commuting and family responsibilities. 
 
7.7.4. Respect. Q21. Acts in ways that builds my respect.  
 
The ethical constraints on Saudi female nurses in interactions with their male patients 
are higher than for non-Saudi healthcare professionals (Tamim, Hejaili, Jamal, Al 
Shamsi & Al Sayyari, 2010). Thus, respect for the ethical stance of Saudi nurses is 
arguably more important than nursing professionals would expect. Besides cultural 
constraints, the nursing profession as a human service occupation has not had favour in 
Saudi society, although nursing is now viewed by the government as a source of jobs 
for graduating women (Ramady, 2013). A second aspect of respect refers to the nurse’s 
respect for his/her supervisors, which relates to nurses’ satisfaction with their 
supervisors and co-workers (Abualrub & Alghamdi, 2012; Al!Dossary et al., 2012; 
Fielden, 2012). Thus, in relation to this item, social re-evaluation of the nursing 
profession is needed in response to changes in nursing education and skill level, to 
increase the respect afforded to Saudi’s taking up this profession. Secondly, managers 
should seek to show that they respect staff needs, both personal and as a team. Thirdly, 
staff nurses should respect the position of manager and the individual that occupies that 
position. These points should be incorporated into training for all professionals 
comprising the hospital workforce. 
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7.7.5. Vision, Goals and Rewards. Q26. Articulates a compelling vision of the 
future. Q16. Makes clear what one can expect to receive when performance 
goals are achieved. Q25. Displays a sense of power and confidence.  
 
As ranked by the staff nurse sample, these three items could also be viewed as elements 
of organisational commitment. The hospital administration sets a long-term vision of 
excellence for the organisation as well as medium-term goals and their reward, and has 
the resources and the ability to achieve them. These elements constitute 
transformational leadership, as discussed earlier in this chapter. However, for the 
purpose of this discussion of the study results, the reward aspect of nurse commitment is 
reviewed. Al-Ahmadi surveyed 923 nurses in Riyadh and found that nurse commitment 
was strongly related to culture, and that effective human resource policies were 
necessary to build a strong working environment to instil commitment among nurses, 
especially in private sector hospitals. Al-Dossary et al. (2012), on the other hand, found 
that nurses had a greater commitment to their profession than to their organisation, 
which could lead to turnover of valued staff. In a recent large survey of nurse turnover 
in Saudi hospitals (n=5423), Al-Ahmadi (2014) identified the reliance on non-national 
labour as having a large impact on intention to leave. Working environment, 
organisational policies, personal characteristics and availability of alternative 
employment were also influential. 
 
In this study, nurses wanted a career framework comprising an organisation that could 
establish its values through Muslim ethics, respect for its staff (who constitute the 
hospital’s resources) and the provision of policies and working conditions to fulfil its 
goals. The literature underpins this view, and the findings of this study are that unless a 
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hospital administration gains a reciprocal commitment from its nurses, it cannot gain 
credibility in its community. 
 
7.8. Summary 
 
The results arising from this study were discussed in the context of Saudi Arabia and 
with reference to the relevant literature. No distinct differences were attributed to 
gender, although female participants showed a slightly less interventionist leadership 
style than men, contrary to expectations from the literature. There were, however, 
differences in leadership styles from the multinational workforce, with Saudi managers 
recording a more laissez-faire style and less effectiveness than other nationalities 
(Filipino and Indian). It was found that years of work experience varied little, with 
managers reporting more work experience than staff nurses. Fewer managers than staff 
nurses had university qualifications, reflecting the recent shift in the MoH’s nurse 
certifications to nurse technicians and nurse specialists. This will undoubtedly change 
through Saudization, as less qualified nurse managers are replaced.  
 
Regarding the leadership style of the nurse managers, it was established that national 
traits and the non-interventionist style of laissez-faire leadership dominated, although 
this was tempered with contingent reward, which is part of the transactional style. Upon 
investigating the organisational effectiveness of the leadership styles, significant 
relationships were found among the three outcomes of commitment, leader 
effectiveness and job satisfaction and within the four categories of transformational 
style (idealised attributed and behaviour influences, inspirational motivation, 
intellectual stimulation and individualised consideration). A significant negative 
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correlation was found among the three outcomes and management-by-exception 
(passive) and the laissez-faire leadership style. It is thus concluded that the 
transformational leadership styles are the best predictors of extra effort, leadership 
effectiveness and job satisfaction. These outcomes were confirmed by the literature.  
 
The results from comparing the professed leadership styles of nurse managers against 
how their performance was perceived by their staff nurses revealed that the former rated 
their leadership behaviours as more influential than was perceived by the latter. The 
results of the factor analysis determined that nurse participants were seeking further 
training and a career in their profession, that they were active in innovative work 
practices, confident in their work and expected respect in the workplace. The next 
chapter concludes the study. 
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Chapter 8: Study Strengths, Limitations, Recommendations and Conclusion 
 
 
8.1. Introduction 
 
This concluding chapter presents the strengths and limitations of the study. It also 
highlights the implications of the results and makes recommendations to enhance 
nursing education and training, leadership and clinical practice, workplace policy and 
future research opportunities. In the final section of this chapter, concluding statements 
are presented to summarise the study.  
 
8.2. Strengths of the Study  
 
This thesis utilised a study design based on theoretical concepts that were useful in 
meeting the objectives of this study and guiding all steps of the research process. 
Another major strength was the utilisation of a vigorously validated and tested research 
instrument that has been utilised extensively in nursing research, including Middle 
Eastern health services. The MLQ survey was appropriate for use with nursing leaders 
and their staff to explore and measure nursing managers’ leadership styles and the 
associated outcomes. Bass’s (1985) transformational theory, from which the MLQ 
survey instrument was initially developed, was also adapted as the basis and foundation 
of this study.  
 
The current study is unique because it concurrently measured the perceptions of two 
related populations: staff nurses and nurse managers. Contrary to the majority of 
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studies, in which researchers tended to evaluate the perceptions of one group at a time 
or of individuals in the case of comprehensive evaluations of leadership style, this study 
presented the perceptions of both groups regarding the leadership styles practised by the 
nurse managers. This provides future researchers and stakeholders with an undistorted 
picture of leadership perceptions among these cohorts, allowing them to make informed 
decisions based on this information. Further, the current study is the first regional study 
in Saudi Arabia and is among only a few published studies to explore and evaluate the 
leadership styles of nurse managers in public healthcare settings in Saudi Arabia, or in 
the Middle East more generally. Most previous studies in this field have been conducted 
in the US and Europe.  
 
8.3. Limitations of the Study 
 
The current study has a number of limitations that may have affected the results. The 
main weakness of the study is the limited sample size of both managers and staff. 
Moreover, the study was conducted in only one region (Hail) of Saudi Arabia and it 
only included five public hospitals. The generalisation of results nationally to the nurse 
leadership population is therefore not possible, although the findings may be applicable 
to other regional hospitals where the participants would have similar characteristics to 
those in this study. This study was also limited in the recruitment of hospital nursing 
staff, as this was based on which unit managers agreed to participate. Where unit 
managers did not consent to participate in this study, their staff were prevented from 
participating because the study design required both managers and nursing staff of the 
same unit to be surveyed in sequence.  
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Another limiting aspect regarding the wider applicability of the results is that the gender 
distribution was skewed towards females. In the current study, 85% of the participant 
leaders were female, as were the vast majority of the staff who participated in this study 
(91.7%). Consequently, the findings on leadership styles do not adequately represent 
male leaders in other fields, restricting the applicability of the results to male nurse 
leaders. For this study, this is an important consideration, as the culture of healthcare 
leadership in Saudi Arabia is such that males and females are often segregated and may 
have differing preferences and dispositions towards leadership. Further, a language 
barrier may have hindered the outcome of this research, as the surveys were self-
completed and written in English, with the researcher assuming all staff to have a 
professional level of English. However, for all the participant managers and staff, 
English is their second language, which could have minimised their ability to 
comprehend all survey instructions and address each question accurately.  
 
An additional major drawback to the current study is due to the representation of 
hospitals. The five hospitals included were all public hospitals managed by the MoH. 
Consequently, it is difficult to apply the results to the private sector or to military and 
university hospitals, as these hospitals could have different administration experiences. 
 
8.4. Implications of the Results 
 
The study results have important implications for developing a more transparent 
management system in Saudi MoH hospitals. The laissez-faire style of leadership was 
found to be dominant, which is a significant indication for the need for change. Some of 
the issues emerging from these results relate specifically to staff being dissatisfied with 
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their manager’s leadership style. It is worth noting that the majority of nurse managers 
surveyed in this study were diploma degree holders (78.8%), and 75.8% of those 
managers had no formal management qualification or leadership training courses. This 
information can assist health administrators and decision makers in taking corrective 
actions and conducting further investigations. 
 
An implication of the current study is that it highlights the importance of interaction 
between nurse managers and hospital administration. Hospital managers, particularly 
nursing directors, are required to check and evaluate the unit nurse managers’ leadership 
styles and provide feedback on their assessment to the nurse manager concerned. Unit 
managers need to be supported to achieve their management goals by assisting them to 
overcome obstacles and enabling them to adopt their preferred leadership styles.  
 
8.5. Recommendations Arising from the Study  
8.5.1. Education and Training 
 
It has been noted that the nurse managers in this study did not feel sufficiently equipped 
to manage their units due to their lack of experience and qualifications. These results 
provide insights for nursing education and curriculum development. The integration of a 
leadership component into all nursing diploma programs offered in Saudi Arabia is 
highly recommended. Moreover, the Bachelor degree courses currently offered at Hail 
University should enhance their leadership and management units by including specific 
leadership and management clinical placements (Cadetships) and supervised workplace 
training.  
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Hospitals should consider further training and development of staff and unit managers 
in particular. It is critical for hospital directors to screen and evaluate unit managers for 
leadership skills and styles. A transformational leadership style is essential to maintain 
the successful and safe operation of healthcare organisations (Al-Harthi et al., 2013). 
Further, Duygulu and Kublay (2011) found that a transformational leadership-training 
program had a positive effect on nurse managers’ leadership practices in Turkish 
university hospitals. 
 
8.5.2. Leadership and Management 
 
In relation to the recent Saudization campaign concerning the healthcare sector, the 
Saudi government should be cautious when replacing experienced expatriate nurse 
managers with less experienced Saudis. Of critical importance, this study found that 
Saudi unit managers use the passive laissez-faire leadership style as their dominant 
leadership style, whereas non-Saudi unit managers follow the considerably more 
productive transformational leadership style.  
 
Saudi nurses appointed as managers should undertake higher degree programs in 
nursing and healthcare management. Saudi nurse mangers should also be encouraged to 
participate in mentorship programs. While it is preferable that these mentors be from the 
healthcare industry, if this is not possible, managers and leaders from other industries or 
backgrounds could act as mentors. 
 
In addition, nursing leadership is challenged by the Saudi working environment, which 
necessitates the need for strong nursing leadership practices to ensure the delivery of 
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quality nursing care. Organisations should encourage their nurse leaders to meet 
regularly to discuss workplace challenges. Quality improvement programs could be 
identified and implemented with the engagement of the workforce. Such a strategy has 
the potential to improve healthcare delivery as well as improve staff sense of 
achievement and their engagement with the organisation.  
 
8.5.3. Clinical Practice 
 
In clinical nursing practice, nurse educators are recommended to encourage the effective 
transformational leadership style of practice for unit managers as well as subordinates to 
enhance overall learning outcomes. Continuous nursing education should also integrate 
learning and teaching sessions that aim to advance leadership skills among nurses. A 
further enhancement to clinical practice could be achieved by offering special 
leadership courses externally for unit leaders. These external courses could be offered in 
coordination with universities and specialised administration institutes. 
 
Clinical nursing staff must be effective advocates for other staff as well as for patients 
receiving care. To this end, they require a clear understanding of lines of reporting and 
delegation practices. Policy and procedures need to be continually reviewed and readily 
accessible in the workplace, as well as referred to during the orientation of new staff and 
in future training sessions.  
 
Clinical supervision and the mentorship of new staff as well as new leaders could 
encourage staff to identify and develop their leadership styles. Health services that 
engage staff in strategies such as managing up (that is, identifying problems and 
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notifying the manager) and being part of strategic planning will have a more engaged 
workforce.  
 
8.5.4. Leadership Policy 
 
Leadership improvements by nurses demonstrating a transformational style are crucial 
for the future sustainability of the nursing workforce. Therefore, training in 
transformational leadership should accomplish competitive advantage for hospitals. To 
promote the development of better-equipped leaders able to act as effective agents of 
change, it is recommended that policymakers ensure that leadership policy and 
procedures encourage unit managers to adopt active leadership styles. Detailed 
guidelines should also be provided in the form of continuing nursing education lectures 
and practical courses.  
 
It is simply impossible to create sufficient effective nurse managers and leaders without 
having a sophisticated system of well-developed selection criteria for leadership roles 
and effective recruitment practices. There is also a high priority need to develop and 
provide nurse managers with education and support to improve their ability to perform 
their managerial roles efficiently. Stichler (2008) stressed that leadership succession 
planning will ensure better future nurse managers through mentoring, the development 
of nurses’ competencies and their exposure to relevant experiences. Developing 
strategies to identify potential leaders and support their development will be the key to 
cultivating effective nursing leaders able to cope with future challenges (Huston, 2008). 
Therefore, a system of education for nurses should be implemented that offers a 
graduate year, intermediate leadership skills training, such as in ward leadership and the 
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delegation of roles, moving on to more formal managerial and workplace leadership 
skills training. All workforce training should emphasise the role of individuals in 
workforce reform and change management.  
 
Managers should be encouraged to use the MLQ to conduct comprehensive surveys of 
their staff and those within their reporting lines. Human Resources should be able to 
support managers through this process and assist them to interpret the results and 
identify opportunities to improve their leadership practice.  
 
8.5.5. Future Research 
 
There is abundant opportunity for further progress in determining the leadership styles 
among healthcare professionals in Saudi Arabia. Future studies on the current topic are 
therefore recommended to explore the concept of leadership styles in other Saudi health 
sectors, including private hospitals. A larger sample of unit managers drawn from 
various geographical areas in Saudi Arabia is advisable to increase the generalisability 
of the study results and to reflect better outcomes measures. Further studies conducted 
among Arabic-speaking communities should consider utilising the Arabic version of the 
MLQ to overcome the language barrier and increase the validity of the tool in 
measuring the intended outcomes.  
 
Further, interventional studies that evaluate change in leadership perception in post-
transformational leadership training courses are highly recommended to improve 
training programs for future leaders. Another recommendation for future researchers is 
to take this research further by exploring the correlation of the three different leadership 
268 
 
 
styles with other important organisational outcomes such as staff satisfaction, turnover 
rate and length of stay of staff in their current work roles.  
 
The leadership styles in the contemporary literature have not been well explored by 
qualitative research methods. Applying such methods to them, such as by investigating 
a particular healthcare setting as a case study, could broaden researchers’ 
understandings by providing alternative tools to collect data and explaining and 
justifying results from surveys and quantitative research approaches. Following survey 
data collection, focus groups in which managers and staff are interviewed would be 
particularly valuable. Such a data collection strategy could be adopted in future research 
to produce comprehensive results and allow for conclusions that are more specific.  
 
Nursing research in Saudi Arabia also needs to be encouraged and supported, with 
particular attention on leadership styles in health services and barriers to careers within 
the nursing profession. Further, because Saudi Arabia employs a large multicultural 
workforce, it is important to consider cultural-based attitudes and the style of leadership 
training received within the home country as part of any future study on this issue. 
Demographic variables such as leadership experience overseas and the applicability of 
this to the Saudi health system could also be investigated.  
 
Future research might also seek to identify a health service that has exceptional staff 
satisfaction and uses transformational leadership. Using such a case study, its quality 
system, strategies for the recruitment and retention of staff and its training and 
competency requirements could be studied. Such a study would offer valuable insights 
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to inform the development of local curriculum and policy pertaining to leadership 
strategies, recruitment and in-service training.  
 
8.6. Thesis Conclusion 
 
Nurse managers are vital to a hospital’s efficient and effective administration. They 
provide performance evaluation and leadership to the nurse professionals and their 
assistants, and coordinate hospital tasks with other staff, including medical consultants. 
In Saudi Arabia, the MoH is currently focusing on developing the scope of practice of 
the nurse manager role with a vision to improving the quality and reach of healthcare 
services. Given the rapidly changing healthcare environment and worldwide shortage of 
nurses, nursing organisations in Saudi Arabia must develop skilful and visionary leaders 
capable of managing the Saudi healthcare system’s multicultural nursing workforce.  
 
Identification and application of the most suitable leadership style is crucial in 
transforming the nursing sector in Saudi Arabia. Selecting effective leadership styles 
and models will guarantee that Saudi national nurses are well educated and managed. 
Therefore, the purpose of this study was to explore the leadership style of nurse 
managers working at MoH hospitals in the Hail region of Saudi Arabia, and to evaluate 
the correlation of their perceived leadership style to certain organisational outcomes, 
including leader effectiveness, staff job satisfaction and staff willingness to exert extra 
effort. In doing so, the researcher hoped to generate insights of benefit to nursing 
managers, educators, administrators and policymakers for overcoming the challenges 
they are facing.  
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This thesis makes a new and original contribution to understanding nursing leadership 
within the public healthcare system of a major Islamic country by assessing the 
significant aspects of leadership among staff nurses in the public healthcare sector in 
Saudi Arabia. The study aimed to fill a gap in the literature regarding the leadership 
styles being applied by nurse managers in Saudi government-controlled healthcare 
institutions. As the public sector is the biggest provider of healthcare in Saudi Arabia, it 
can be assessed as a way of determining how other institutions in the sector are faring. 
The study provided information on the characteristics of the leadership styles being 
applied by nurse managers in MoH hospitals in the Hail region. It also determined the 
level of leadership training required by these critical professionals to enhance their 
effectiveness in managing staff nurses. Knowledge on these aspects is essential, as they 
indicates the current state of the nursing profession and help to assess whether 
appropriate leadership exists in Saudi Arabian government hospitals. 
 
The perceptions of nurse managers and their staff play a critical role in motivating 
nurses. Therefore, both managers and their staff were assessed in this study regarding 
nurse managers’ leadership styles. This was in keeping with the guidelines for 
administration of the MLQ. Variations between these groups’ perceptions of managers’ 
leadership styles were explored. These factors are critical in the work environment and 
may influence outcomes for individuals differently from those of groups.  
 
This study also provided information on the differences between individual and team 
performance. By assessing the leadership styles applied by nurse managers as well as 
both staff nurses and nurse managers’ perceptions of those leadership styles, this study 
highlighted the differences in the views of these groups to aid in determining the best 
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way to align their perceptions. Understanding this difference will also help to influence 
nurse performance in Saudi Arabian hospitals, which is essential to the overall 
improvement of the healthcare sector. This study also aids in determining how to 
improve the working conditions for staff nurses and the outcomes for teams and 
individual nurses.  
  
The study utilised a non-experimental correlational descriptive research design using the 
MLQ 5X-Short Leader and Rater Forms, implemented in two phases. In Phase One, 
data were collected from the nurse managers, while in Phase Two, their staff nurses 
were surveyed. SPSS Version 19 was used for storing and analysing the data arising 
from the survey instruments. The analysis comprised three sets: the descriptive 
statistics, an analysis of the item reliability for each of the subscales and the aggregation 
of the scale scores for each target leader’s staff to generate the descriptive statistics 
(mean and standard deviations) and bivariate correlations. This final set of analyses was 
used to address the first three research questions. The last research question was 
addressed by running an independent samples t-test to assess the statistical difference in 
the mean scores between the staff and leaders. A series of three CFA was conducted to 
assess the factor structure of the MLQ. 
 
The results of this study revealed that, while the nurse managers also practised 
leadership styles including individualised consideration and contingent reward, laissez-
faire was the dominant leadership style among the nurse managers in MoH hospitals in 
the Hail region of Saudi Arabia (m = 3.12). However, laissez-faire was not a preferred 
style of the staff nurses, who instead favoured all categories of transformational 
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leadership. Staff nurses also rated contingent reward highly, whereby they feel 
appreciated by their managers. 
  
The transformational leadership style was found to be the most effective in achieving 
the leadership outcomes of staff satisfaction and willingness to exert extra effort. The 
transactional category of management-by-exception (passive) and the laissez-faire 
leadership style negatively affected the leadership outcomes. Finally, the staff nurses 
viewed their managers as less influential than the managers had rated themselves. 
 
Similar studies have been conducted worldwide using the MLQ, but this study is unique 
in Saudi Arabia and has many important results that provide greater insight into 
management styles and staff perceptions. The literature review revealed that this is the 
first study to compare nurse managers’ perceptions of their leadership styles with those 
of their staff working in Saudi MoH hospitals. It sheds light on the leadership styles 
practised by these managers and the preferred leadership styles of the staff nurses.  
 
Secondly, the dominance of Saudi managers, at 45% of the manager’s sample group, 
had not been recorded before in any study. The Saudi managers’ practice of laissez-faire 
as their dominant leadership style was found to be ineffective and negatively affected 
their leadership outcomes. Therefore, the application of the Saudization program must 
be re-evaluated and the selection criteria of nurse managers’ positions changed to 
guarantee choosing the most suitably qualified Saudi nurse managers to replace the 
expatriate experts. 
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Thirdly, the majority of the manager respondents (78.8%) were diploma holders, yet the 
diploma curriculum was found not to include any curricula concerning leadership and 
management. In addition, 75.8% of the managers did not have any formal management 
qualifications. These two findings may explain the present absence of succession 
planning to prepare nurse managers for management positions, which has led to their 
adoption of the non-interventionist laissez-faire style of leadership. 
 
Lastly, the study helped the nurse managers to understand their own leadership styles 
and it may have assisted them to reflect on where they could make improvements in 
their choice of leadership style. The study recommends implementing a suitable 
leadership program to transform nurse managers and improve qualifications and overall 
leadership skills. The implementation of on-the-job leadership training would improve 
Saudi nurse managers’ overall effectiveness as leaders, with a corresponding positive 
impact on staff performance. Supporting nurse managers with further education could 
enhance the uptake of future MoH policy directions and assist the workforce to work 
towards quality outcomes in health service delivery.  
 
By understanding the current leadership styles utilised by managers in the Saudi 
healthcare system, evidence for the need for change can be developed to champion the 
introduction of the transformational model of leadership to manage Saudi Arabia’s 
multicultural nursing workforce and provide better healthcare outcomes. Leadership 
models could help to prepare Saudi nurses with effective leadership qualities that will 
support them to take up positions as nurse managers. This would also assist in achieving 
the aim of the Saudization program, which is gradually to replace expatriate nurses with 
highly qualified Saudi nationals as nurse managers. 
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Appendix H: Demographic Data 
Code  
  
 
MLQ -Demographics Questions 
1. Age:           
                       (    ) 20-30                    (    ) 31-40                  (    ) 41-50  
                       (    ) 51-64                    (    ) 65- and over 
   
2. Sex:          
                      (     ) Male                                                    (     ) Female 
  
3. Nationality: 
                      (     ) Saudi                                                    (     ) Non- Saudi 
                                           If Non-Saudi please specify …………… 
4. How many years have you held a nursing qualification? …………………………. 
 
5. Of these years of nursing experience, how many have you spent practicing in Saudi 
Arabia or overseas? 
 
Saudi Arabia ……………………………     Overseas  ……………………… 
 
6. What nursing qualifications do you hold? 
                     (     ) Diploma      (     ) Associate        (      ) Bachelor  
                     (     ) Master         (     ) Doctorate  
 7. Where did you obtain your highest level of nursing education? 
(     ) Saudi Arabia                                                   (     ) Overseas 
                                           If Overseas please specify what country …………… 
 
8. Do you hold any formal management qualification? Yes ……….    No……… 
If yes please specify what this qualification is ………………………………….. 
 
9. In the last 12 months have you participated in any training concerning leadership or 
management? Yes ……….    No……… 
If yes please estimate how many hours training you have received in leadership……………….. 
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Appendix I: Summary of MLQ Studies 
Authors, 
Journal 
Purpose of 
Study 
Method Instrument Results 
Zamperion  
et al. (2013), 
Journal of 
Nursing 
Management 
 
To compare the 
different 
leadership styles 
based on 
perceptions of 
nurse managers 
and their staff. 
 
A cross-
sectional 
descriptive 
study using a 
sample of 24 
nurse 
managers and 
553 
subordinates at 
a medium-
sized second- 
level general 
Italian 
hospital. 
 
A questionnaire 
developed by 
Ekvall & 
Arvonen. 
 
Nurse managers 
showed that the 
preferred style 
always scored higher 
than the style 
adopted, with the 
difference reaching 
statistical 
significance for 
Change and 
Production. The 
leadership styles 
preferred by 
subordinates always 
scored higher than 
the styles their nurse 
managers actually 
adopted, in the 
subordinates’ 
opinion. 
 
Salem et al. 
(2102),  
Life Science 
Journal 
To explore the 
relationship 
between 
Leadership, 
Empathy and 
Emotion for 
Junior and 
Senior Nursing 
Students. 
 
Descriptive 
correlation 
study. Sample 
included junior 
students 
(n=29) and 
senior students 
(n=30) at the 
College of 
Nursing, King 
Saud 
University, 
Saudi Arabia. 
 
Multifactorial 
Leadership 
Questionnaire 
(MLQ), the 
Hogan Empathy 
Scale (HES) and 
the Emotional 
Empathy 
Tendency Scale 
(EETS). 
 
Both the junior and 
senior students 
perceived their 
leadership to be more 
transformational than 
transactional. The 
majority of the 
leadership domain 
were correlated 
negatively with 
empathy scores. 
Andrews  
et al. (2012), 
International 
Journal of 
Nursing 
Studies 
 
To evaluate staff 
nurse and nurse 
leader 
perceptions of 
leadership style. 
 
A cross-
sectional, 
descriptive 
design, using a 
self-
administered 
web-based 
survey. 
Sixteen 
supervisors 
and 179 
supervisees 
participated. 
 
Multifactor 
Leadership 
Questionnaire 
(MLQ) and a 
demographic 
survey. 
 
Staff perceived 
leaders as employing 
largely 
transformative 
leadership strategies. 
Differences existed 
in leader–staff 
congruence in the 
interpretation of 
leadership style and 
as related to the role 
of the leader. 
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Authors, 
Journal 
Purpose of 
Study 
Method Instrument Results 
Abualrub & 
Alghamdi 
(2012),  
Journal of 
Nursing 
Management 
 
 
To examine the 
impact of 
leadership styles 
of nurse 
managers on 
Saudi nurses’ 
job satisfaction 
and intent to stay 
at work. 
 
A descriptive 
correlational 
design. Sample 
of 600 
registered 
nurses from 
100 Western 
region 
hospitals of 
Saudi Arabia, 
including 
Jeddah, Makah 
and Taif. 
 
Multifactor 
Leadership 
Questionnaire 
(MLQ 5X), Job 
Satisfaction 
Survey (JSS) and 
the McCain’s 
Intent to Stay 
Scale. 
 
Results emphasised 
the importance of 
transformational 
leadership, indicating 
the need for further 
attention to training 
and the development 
of effective 
leadership 
behaviours. 
 
Al-Hosis et al. 
(2012),  
Asia Pacific 
Journal of 
Health 
Management 
 
 
To examine the 
visions of nurse 
managers and 
leaders for 
succession 
planning and to 
examine the 
associated 
policies and 
practices for 
Saudi Arabian 
and expatriate 
nurse managers 
in Saudi Arabian 
hospitals. 
 
A mixed 
methods 
approach with 
a sequential 
explanatory 
research 
design 
conducted in 
two phases. 
Convenience 
sampling for 
Phase One and 
purposive 
sampling for 
Phase Two. 
 
Questions were 
adapted from 
Rothwell (2005). 
 
Although effective 
succession planning 
is built on a 
framework of solid 
organisational vision 
and policy, this was 
not reflected in 
practice in the Saudi 
Arabian hospitals in 
this study. 
 
Casida et al. 
(2012),  
An 
International 
Journal 
 
To explore the 
demographic 
and hospital-
related variables 
that affect staff 
nurses’ 
perceptions of 
their nurse 
managers’ 
leadership and 
the nursing unit 
culture. 
 
A descriptive, 
exploratory 
research 
design using 
the data 
provided by 
278 full-time 
staff nurses. 
 
The Multifactor 
Leadership 
Questionnaire 
(MLQ) Short 
Form 5X and 
Denison 
Organisational 
Culture Survey 
(DOCS). 
SNs educated at the 
baccalaureate level 
or higher had 
favourable 
perceptions of their 
nursing unit’s 
performance and 
viewed their nursing 
managers’ leadership 
differently than did 
staff nurses with 
diploma or associate 
degrees. 
Transformational 
leaders were more 
likely to shape unit 
cultures that were 
flexible and adaptive 
to the environmental 
challenges within 
and outside the 
nursing unit. 
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Authors, 
Journal 
Purpose of 
Study 
Method Instrument Results 
Casida and 
Parker (2011), 
Journal of 
Nursing 
Management 
To critically 
compare the 
relationship 
between 
transformational 
and transactional 
leadership styles 
and staff nurses’ 
perceptions of 
leadership 
effectiveness in 
terms of 
satisfaction, 
influence and 
needs resolution 
by nursing 
managers. 
 
Descriptive 
exploratory 
correlational 
design using 
data from a 
2007 study. 
Sampled from 
178 staff 
nurses and 37 
nursing 
managers. 
The MLQ was 
used to measure 
independent 
variables of the 
transformational 
and transactional 
leadership styles. 
Means and 
standard 
deviations were 
calculated to 
evaluate staff 
nurses’ 
perceptions of 
nursing 
managers’ 
leadership styles. 
Nursing managers 
frequently displayed 
leadership styles that 
were consistent with 
transformational and 
contingent reward 
leadership. Positive 
associations between 
the transformational 
leadership style and 
the outcomes of extra 
effort, satisfaction 
and effectiveness 
were recorded. 
Behaviours had a 
positive influence on 
staff nurses’ 
satisfaction and 
performance. 
 
Salanova et al. 
(2011),  
Journal of 
Advanced 
Nursing 
To evaluate 
whether 
transformational 
leadership 
enhances self-
efficacy, and 
thereby 
improves 
employee 
motivation to 
exert extra 
effort. 
Convenience 
survey of 
employees and 
managers at a 
Portuguese 
hospital. 
Three-section 
survey of 
target 
population. 
Supervisor-
administered 
survey process. 
The MLQ was 
used for 
supervisory 
evaluation. A 
four-item, self-
constructed scale 
was used to 
measure 
employee self-
efficacy, and a 
performance-
rating scale was 
completed by 
supervisors for 
each employee. 
 
Work engagement 
mediates the 
relationship between 
transformational 
leadership, self-
efficacy and extra-
role performance. 
There is a direct 
correlation between 
effective 
transformational 
leadership and extra 
effort by way of 
improved self-
efficacy and 
motivation. 
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Al-Hussami 
(2009), 
Australian 
Journal of 
Advanced 
Nursing 
 
To determine the 
multiple 
correlations 
between four 
predictors (job 
satisfaction, 
perceived 
organisational 
support, 
transformational 
leadership 
behaviour and 
level of 
education) on 
nurses’ degree 
of organisational 
commitment. 
 
Correlational 
quantitative 
study with a 
random sample 
of 15 nurses 
from each of 
four nursing 
homes (n=60) 
in the south 
eastern US. 
 
Organisational 
Commitment 
Questionnaire 
(OCQ). 
 
A positive 
correlation existed 
between nurses’ 
commitment to their 
organisations (the 
dependent variable) 
and job satisfaction, 
perceived 
organisational 
support, 
transformational 
leadership and level 
of education (the 
independent 
variables). 
Suliman 
(2009), 
Nursing 
Administration 
Quarterly 
To explore the 
predominant 
leadership style 
of nurse 
managers 
through self- and 
staff nurses’ 
evaluation, and 
to examine the 
impact of 
working in a 
multinational 
environment on 
nurse managers’ 
intention to stay 
or quit. 
 
A descriptive 
study of 
26 nurse 
managers, 13 
assistant nurse 
managers and 
1453 staff 
nurses, 
representing 
52 
nationalities. 
 
Multifactor 
Leadership 
Questionnaire 
(MLQ). 
 
Transformational 
leadership was 
predominant with 
significant difference 
in favour of nurse 
managers. 
Participants’ 
nationality and 
intention to stay or 
quit affected their 
perception of 
transformational 
leadership as a 
predominant style. 
 
Wylie and 
Gallagher 
(2009),  
Journal of 
Allied Health 
To measure the 
self-reported 
transformational 
leadership 
behaviours of 
AHPs in UK-
based medical 
facilities. 
Distribution of 
questionnaires 
to members of 
Scotland’s 
AHB Clinical 
Effectiveness 
Network. A 
total of 753 
individuals 
responded, of 
whom 6.5% 
were male and 
28.9% had 
received prior 
leadership 
training. 
 
The MLQ 5X 
was distributed 
across six 
different 
professional 
groups. 
Leadership 
styles/behaviours 
were evaluated 
through MLQ 
dimensions 
according to 
group 
membership. 
Proficiency in 
transformational 
leadership was 
limited in 
radiographers and 
podiatrists, but 
higher across the 
occupational therapy, 
speech therapy and 
LT groups. 
Distinctions were 
found between strong 
versus weak work 
scenarios, whereby 
conformity catalyses 
leadership styles. 
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Zagorsek et al. 
(2009),  
Journal of East 
European 
Management 
Studies 
To investigate 
the relationship 
between 
leadership style 
and 
organisational 
learning in the 
context of a 
transitional 
economy. 
A random, 
heterogeneous 
sample of 753 
post-graduates 
from the 
University of 
Ljubljana was 
collected 
through a two-
section 
surveying 
process. 
 
The OLIMP 
questionnaire 
was used to 
evaluate the 
constructs of the 
organisational 
learning process. 
The MLQ was 
used to measure 
and evaluate 
leadership styles. 
 
This study reveals a 
direct influence of 
leadership on 
learning processes. 
Importantly, both 
contingent reward 
and transformational 
leadership were 
identified as the most 
influential for 
learning process 
outcomes. 
Failla & 
Stichler 
(2008),  
The Journal of 
Nursing 
Administration 
To investigate 
manager and 
staff perceptions 
of the manager’s 
leadership style, 
and to determine 
what effect the 
transformational 
leadership style 
has on job 
satisfaction. 
 
A descriptive 
correlational, 
comparative 
design was 
used on a 
convenience 
sample of 
nurse 
managers and 
their direct 
report nursing 
staff (n=92) 
including 15 
managers. 
 
Multifactor 
Leadership 
Questionnaire 
(MLQ) and 
Index of Work 
Satisfaction 
Questionnaire 
VPart B (IWS-
B). 
 
A positive 
correlation was 
found between nurse 
managers’ using the 
transformational 
leadership style and 
nurse job 
satisfaction. 
 
Casida & 
Pinto-Zipp 
(2008), 
Nursing 
Economics 
 
To explore the 
relationship 
between nurse 
managers’ 
leadership styles 
and the 
organisational 
culture of 
nursing units 
within an acute 
care hospital. 
 
Descriptive 
and 
exploratory 
correlational 
design using 
data from 37 
nurse 
managers and 
100 staff 
nurses in large 
New Jersey 
hospitals. 
 
Multifactor 
Leadership 
Questionnaire 
(MLQ) Form 
5X-Short. 
 
The transformational 
leadership style of a 
nursing manager is 
likely to create or 
shape an effective 
nursing unit 
organisational 
culture characterised 
by high levels of 
cultural traits 
(mission, 
adaptability, 
involvement and 
consistency). The 
transactional 
contingent reward 
leadership of the 
nursing manager is 
likely to create or 
shape certain culture 
traits. 
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Journal 
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Snodgrass  
et al. (2008), 
Journal of 
Allied Health 
To determine 
occupational 
therapist 
practitioners’ 
perceptions of 
their 
rehabilitation 
managers’ 
leadership styles 
and the 
outcomes of 
leadership as 
measured by the 
MLQ. 
 
A random 
sample of 73 
occupational 
therapists was 
used to 
evaluate 
perceptions of 
rehabilitation 
managers’ 
leadership 
styles. 
Multifactor 
Leadership 
Questionnaire 
(MLQ 5X). 
Confirmatory 
factor analysis to 
establish validity 
and reliability 
was calculated 
for each 
leadership factor 
scale. 
There is a direct, 
positive correlation 
between 
transformational 
leadership and extra 
effort, effectiveness 
and satisfaction. 
There is a negative 
correlation between 
transactional 
leadership and these 
outcomes (with the 
exception of for 
contingent reward). 
Erkutlu 
(2008),  
Journal of 
Management 
Development 
 
To critically 
evaluate the 
influence of 
transactional and 
transformational 
leadership styles 
on employee 
perceptions of 
leader 
effectiveness 
and employee 
satisfaction. 
A randomised 
sampling was 
performed of 
60 boutique 
hotels in 
Turkey, 
resulting in a 
cohort of 722 
individuals, 
including 60 
managers and 
622 non-
managerial 
employees. For 
non-
managerial 
respondents, 
72% of the 
sample was 
male. 90% of 
the managers 
were male. 
 
Multifactor 
Leadership 
Questionnaire 
(MLQ 5X). An 
Organisational 
Commitment 
Questionnaire, 
and a job 
descriptive 
index. 
The research 
concluded that 
transformational 
leadership was 
positively associated 
with organisational 
effectiveness and 
employee job 
satisfaction. Laissez-
faire leadership was 
negatively associated 
with such outcomes 
and resulted in lower 
satisfaction, 
commitment and 
performance. 
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Reuvers et al. 
(2008), 
Leadership 
and Innovation 
To critically 
evaluate the 
influence of 
transformational 
leadership on 
innovative work 
behaviour and 
the degree to 
which gendered 
roles impact 
upon the 
effectiveness of 
transformational 
leaders. 
A targeted 
sampling 
method was 
employed to 
collect 
evidence from 
164 
respondents 
across 36 
multifunctional 
teams. 
Multifactor 
Leadership 
Questionnaire 
(MLQ) was used 
to measure the 
four behavioural 
components of 
transformational 
leadership on a 
5-point Likert 
scale. Innovative 
work behaviour 
was measured 
using four items 
from the Aston 
team 
performance 
inventory. 
 
Transformational 
leadership was found 
to have a direct, 
positive correlation 
with innovative 
workplace behaviour. 
There was a stronger 
relationship between 
male managers and 
leadership outcomes, 
which may be 
associated with 
leadership style or 
gendered leader–
subordinate 
relational biases. 
Kanste (2008), 
Nursing 
Science 
 
 
To explore the 
association 
between 
leadership 
behaviour and 
burnout among 
nursing 
personnel in 
healthcare. 
 
A nationwide 
postal survey 
sample was 
gathered using 
stratified 
random 
sampling. The 
study 
population was 
divided into 
four 
subgroups: (1) 
university, 
central and 
district 
hospitals, (2) 
health centres, 
(3) psychiatric 
hospitals and 
(4) private 
hospitals. 
 
Multifactor 
Leadership 
Questionnaire 
(MLQ). Burnout 
was measured 
using the 
Maslach Burnout 
Inventory-
Human Services 
Survey (MBI-
HSS). 
 
Nursing leadership is 
both positively and 
negatively associated 
with burnout among 
nursing personnel. 
Idealised influence, 
inspirational 
motivation, 
intellectual 
stimulation, 
individualised 
consideration and 
contingent reward 
were positively 
associated with 
personal 
accomplishment, and 
negatively associated 
with emotional 
exhaustion and 
depersonalisation. 
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Raup (2008),  
Journal of 
Emergency 
Nursing 
 
To determine 
what types of 
leadership styles 
were used by 
emergency 
department 
nurse managers 
in academic 
health centre 
hospitals and to 
examine the 
influence of 
these styles on 
staff nurse 
turnover and 
patient 
satisfaction. 
 
A descriptive 
study. 
 
Multifactor 
Leadership 
Questionnaire 
(MLQ). 
 
 
Transformational 
leadership style is the 
predominant style 
practised by 
emergency room 
nurse managers. 
 
Gunther et al. 
(2007),  
Nurse Outlook 
 
To explore the 
relationship 
between 
leadership styles 
and empathy 
(cognitive and 
affective) levels. 
 
A correlational 
descriptive 
study 
involving a 
self-report 
sample of 
junior leaders 
(n=92) and 
senior leaders 
(n=86). 
 
Hogan Empathy 
Scale (HES) and 
Emotional 
Empathy 
Tendency Scale 
(EETS) to 
measure 
cognitive and 
affective 
empathy levels. 
The Multifactor 
Leadership 
Questionnaire 
(MLQ 5X) to 
determine 
leadership style. 
 
The study found a 
weak positive 
correlation between 
the predominant 
transformational 
leadership style and 
empathy levels in 
both junior and 
senior leaders. 
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Skogstad et al. 
(2007),  
Journal of 
Occupational 
Health 
Psychology 
 
To test the 
assumption that 
laissez-faire 
leadership 
behaviour is not 
a type of zero-
leadership, but 
rather is a type 
of destructive 
leadership 
behaviour that 
shows 
systematic 
relationships 
with workplace 
stressors, 
bullying at work 
and 
psychological 
distress. 
 
A sample of 
2,273 
Norwegian 
employees. 
Statistics 
Norway 
selected a 
representative 
sample of 
4,500 from the 
official 
Norwegian 
employee 
register. 
 
Multifactor 
Leadership 
Questionnaire 
(MLQ), Ekvall 
and Arvonen’s 
scale, and the 
scales of Rizzo, 
House and 
Lirtzman. 
 
The results support 
the assumption that 
laissez-faire 
leadership behaviour 
is a destructive 
leadership behaviour 
associated with a 
stressful environment 
characterised by high 
levels of role stress 
and interpersonal 
conflicts. 
 
Chen and 
Baron (2006), 
Journal of 
Nursing 
Education 
To analyse the 
relationship 
between 
leadership styles 
and job 
satisfaction in 
Taiwan’s 
nursing faculty 
training 
institutions. 
A self-
administered 
questionnaire 
using a 
convenience 
sample of 
nursing faculty 
members from 
nine different 
Taiwanese 
institutions. 
The MLQ 5X 
was translated 
into Chinese and 
used to evaluate 
perceptions of 
nursing 
directors’ 
leadership styles. 
The short form 
Minnesota 
Satisfaction 
Questionnaire 
was included to 
evaluate job 
satisfaction. 
 
The researchers 
identified a positive 
association with 
transformational 
leadership, which 
they tied to cultural 
and gender-based 
biases. Further, job 
satisfaction was 
positively correlated 
with transformational 
leadership, a factor 
linked to cultural 
biases and 
preferences. 
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McGuire & 
Kennerly 
(2006), 
Nursing 
Economics 
To examine the 
relationship 
between two key 
variables: the 
leadership style 
of nurse 
managers and 
the 
organisational 
commitment of 
staff nurses. 
Similarities and 
differences in 
nurse managers 
and staff nurses’ 
perceptions of 
leadership 
characteristics 
were also 
explored. 
 
A descriptive 
correlational 
study of 63 
nurse 
managers and 
500 staff 
nurses. 
 
Multifactor 
Leadership 
Questionnaire 
(MLQ). 
Organisational 
Commitment 
Questionnaire 
(OCQ). 
 
Findings validate that 
transformational 
nurse leaders 
promote a higher 
sense of commitment 
in their followers. To 
develop a committed 
nursing staff, nurse 
executives should 
develop, promote 
and hire into nurse 
manager positions 
individuals who 
demonstrate 
leadership 
characteristics that 
are more 
transformational than 
transactional. 
Spinelli 
(2006), 
Hospital 
Topics 
To evaluate the 
relationship of 
leadership 
behaviours to 
subordinate 
managers’ 
perceived 
outcomes, 
through 
examination of 
Bass’s (1985) 
model of 
transformational, 
transactional and 
laissez-faire 
leadership styles 
in a hospital 
administrative 
environment. 
 
A descriptive 
correlational 
design used 
with 101 
subordinate 
managers. 
 
Multifactor 
Leadership 
Questionnaire 
(MLQ). 
 
Findings revealed 
that the relationship 
between 
transformational 
leadership and the 
outcome factors were 
stronger and more 
positive than for the 
transactional or 
laissez-faire styles.  
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Aarons (2006), 
Psychiatric 
Services 
 
To examine the 
association 
between 
leadership and 
mental health 
providers’ 
attitudes toward 
adopting 
evidence-based 
practice. 
Explorative 
design used on 
303 public 
sector mental 
health service 
clinicians and 
case managers. 
 
The Evidence-
Based Practice 
Attitude Scale 
(EBPAS) and the  
Multifactor 
Leadership 
Questionnaire 
(MLQ). 
 
Both 
transformational and 
transactional 
leadership styles 
were positively 
associated with 
providers’ having 
more positive 
attitudes towards the 
adoption of 
evidence-based 
practice. 
Transformational 
leadership was 
negatively associated 
with providers’ 
perception of 
difference between 
providers’ current 
practice and 
evidence-based 
practice. 
 
Chen et al. 
(2005),  
Journal of 
Nursing 
Scholarship 
 
 
To examine 
nursing faculty 
job satisfaction 
and perceptions 
of nursing deans 
and directors’ 
leadership 
styles, and to 
explore how the 
perceptions of 
leadership styles 
relate to faculty 
job satisfaction 
in Taiwan. 
A descriptive, 
correlational 
and cross-
sectional study 
with self-
administered 
questionnaires. 
The sample 
was recruited 
from 18 
nursing 
programs, and 
286 
questionnaires 
were returned. 
 
Multifactor 
Leadership 
Questionnaire 
(MLQ). 
 
Nursing faculty 
respondents 
perceived that 
Taiwan’s nursing 
deans and directors 
showed more 
transformational than 
transactional 
leadership. Taiwan’s 
nursing faculty were 
moderately satisfied 
in their jobs. They 
were more satisfied 
with deans or 
directors who 
practised the 
transactional 
leadership style of 
contingent reward or 
the transformational 
leadership style of 
individualised 
consideration. 
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Skinner and 
Spurgeon 
(2005),  
Health Service 
Management 
Research 
To examine the 
relationship 
between health 
managers’ self-
assessed 
empathy, their 
leadership 
behaviours as 
rated by their 
staff and the 
personal ratings 
of those staff on 
a range of work 
satisfaction and 
related outcome 
measures. 
 
A quantitative 
correlational 
study used on 
middle/senior 
level health 
managers 
(n=96) and 
563 
subordinates in 
the Western 
Australian 
Health 
Department. 
 
Multifactor 
Leadership 
Questionnaire 
(MLQ), and the 
Empathy Scale 
Organisational 
Commitment 
Scale. 
 
The strongest 
empathy association 
was evident between 
the perspective 
taking scale and most 
outcome measures. 
Conversely, the extra 
effort outcome 
appeared most 
sensitive to the range 
of empathy scales. 
Dispositional effects 
on leadership 
outcomes, leadership 
behaviour itself, 
rather than individual 
traits such as 
empathy. 
Kleinman 
(2004), 
Hospital 
Topics 
To describe 
perceptions of 
managerial 
leadership 
behaviours 
associated with 
staff nurse 
turnover, and to 
compare nurse 
manager 
leadership 
behaviours as 
perceived by 
managers and 
their staff 
nurses. 
 
A prospective, 
correlation 
design used on 
79 staff nurses 
and 10 nurse 
managers. 
 
Multifactor 
Leadership 
Questionnaire 
(MLQ). 
 
Active management-
by-exception as 
perceived by staff 
nurses was the only 
managerial 
leadership style 
associated with staff 
nurse turnover. 
Compared with the 
perceptions among 
their staff nurses, 
nurse managers 
consistently 
perceived that they 
demonstrated a 
higher mean 
frequency of 
transformational 
leadership 
behaviours. 
 
Brown & 
Busman 
(2003), 
International 
Journal of 
Health 
 
 
To study how 
Western-trained 
allied healthcare 
professionals 
working in 
Saudi Arabia 
perceived their 
standards of 
practice to be 
affected by 
working abroad. 
 
Mix method 
approach, with 
a sample of 28 
females and 
two males. 
Self-efficacy 
scale (GSES). 
 
Both personal 
initiative to seek out 
supports and 
resources and 
employer-controlled 
factors are important 
in the maintenance of 
standards of practice. 
Some factors can be 
seen as the 
responsibility of 
employers. 
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Tumulty 
(2001),  
JONA 
 
To determine the 
educational 
needs of 
Directors of 
Nursing in 
Ministry of 
Health hospitals 
in Saudi Arabia. 
 
Mixed 
methods 
approach. 
Directors of 
Nursing, 
supervisors 
and head 
nurses were 
interviewed 
and observed. 
 
 
One hundred 
Directors of 
Nursing 
responded to the 
survey (n=176, 
response rate = 
57%). Of these, 
35 were Saudi 
nationals. 
 
Nurse administrators 
were assigned the 
responsibility of 
leading large, 
multicultural nursing 
departments, despite 
only a few of them 
having had any 
formal training in 
management or 
leadership. 
 
Gallagher & 
Searle (1985), 
Social Science 
and Medicine 
 
To explore the 
health services 
and political 
culture of Saudi 
Arabia. 
 
 
Literature 
review. 
Literature 
review. 
The full, integrated 
development of 
health services in 
Saudi Arabia will 
require several 
decades. Saudi 
affluence can without 
delay acquire the 
technological 
accoutrement of 
modern healthcare. 
 
 
